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WHY Not This? 


Lamp light for an operation is unthinkable, of course, in this, electric age. 


Hand scrubbing or polishing of floors—especially in a hospital should be considere(f 
equally as obsolete. Hospital floors must be clean and sanitary. The methods of clean 
ing them and keeping them beautiful must also be sanitary and effective. If a machine 
is used, it must be noiseless. 








Electricity—via the FINNELL Electric Floor Machine—will do the scrubbing anif 
polishing incomparably better than a hand scrubber, 2nd in a fraction of the time. !t 
The household FIN- is thorough, speedy and noiseless. Hundreds of users attest its value—among them such 
NELL Scrubber - Pol- eminent hospitals as Johns Hopkins, Mayo Clinic, Huntington Memorial Hospital, Boston, 


isher. Light, compact, \ at . . " 
aan an a Harper Hospital, Detroit and many others. 


for polishing small or CE B=\\s sl aie : : E ' : 
crowded areas. Have The FINNELL is no experiment. Nearly a quarter of a century has proved its 


it demonstrated in your worth. Instead of just one type of machine which must be made to fit all cases, it if 

home. q Vy a system, flexible and adaptable. The actual machine you use is selected from a 
array of eight sizes. There’s a right FINNELL for your use, whether you have ten 
beds or five thousand, whether you scrub or polish or both, whether your floors be tile, 
terrazzo, linoleum, wood, or any other material. 


An investigation places you under no obligation. We shall be glad to make a surve} 
of floors in your institution and recommend the installation most likely to give yop 
clean, beautiful and sanitary floors at the lowest cost for best results. A demonstrationf 
can be arranged without obligation. Address FINNELL SYSTEM, INC., 1405 East St. 
Elkhart, Indiana. (District offices in principal cities of the United States and Canada)f 


-ELECTRIC FLOOR SCRUBBER-POLISHER 
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In This Issue 


The issue opens with a discussion of proprietary 
hospitals by Doctor Davis. The nature of such hos- 
pitals, how they differ from other institutions and the 
problems to which they give rise are considered. 


How the general hospital can improve its pediatric 
service and how the children’s hospital can provide 


adequate medical care for infants and children are 
treated in an article by Doctor Bachmeyer and Doctor 
Mitchell on page 56. 


Doctor Hamilton, on page 62, tells how the va- 
rious departments of the hospital can coordinate to 
achieve the hospital’s supreme aim—the discharge of 
fully restored and well satisfied patients, who during 
their stay have been largely unconscious of the run- 
ning of the hospital machinery. 


The Kings County Hospital, Brooklyn, N. Y., is 
the crowning achievement in the growth of a municipal 
institution almost a century old. Doctor Greeff and 
Doctor Goldwater in collaboration with the architect 
give an illustrated description of the new buildings on 
page 73. 

Mr. Cortright’s article on nurses’ training schools 
is based on a questionnaire study of training schools 
in ten states made to discover what the present prac- 
tice is with regard to the educational aspect of the 
practical schools of nursing. 


Doctor Bierman on page 86 presents data that 
may serve as a nucleus for a consideration of what 
shall be considered equable charges for the hospital’s 
physical therapy department. 


















A MODERN 
SOCRATIES HAS SAIDs 


There has never been a good ar- 
ticle made yet, that some one could 
not make it cheaper and worse’ 





So it is with “Meinecke’s Best” Maroon 


Rubber Sheeting 


The imitations have been many, and so far 
they have always been “cheaper and worse’ 


For absolute mattress protection there is no 
more economical and efficient material 


It is more resistant to oil and urine than any 
other Rubber Sheeting; and it never becomes 
hard or soft, even with long continued use. 


For new buildings and additions we recommend “Meinecke’s 
Best” Maroon Rubber Sheeting cemented into pillow-slip form 
with open ends. Not only does this prevent wrinkling, but it 
keeps the mattress in better shape and it cannot readily 
be removed by patient or special nurse. When one part of the 
rubber sheet becomes worn, it can be turned or pulled around, 
so that the unworn portion can be placed under the patient. 
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The Proprietary Hospital—A 
Problem and a Challenge 


By MICHAEL M. DAVIS 


Director for Medical Services, Julius Rosenwald Fund, 


HE entrance of the paying patient into the 

hospital over the broken barrier of the ex- 

clusively charitable tradition has broadened 
the scope and value of the hospital as an agent 
for serving the public. It has also created a kind 
of hospital, the proprietary institution, which 
fifty years ago could hardly have existed at all, 
because paying patients went to hospitals only in 
exceptional cases. 

So little systematic attention has been given 
to this type of hospital that in the course of a 
series of studies made under a grant from the 
Rockefeller Foundation, I thought it well to as- 
semble some material on the subject. The nature 
of proprietary hospitals, the points of difference 
from other types, their number in the United 
States, their geographical distribution, the causes 
through which they originated and the problems 
to which they give rise are points to be consid- 
ered. 

The typical general hospital in this country is 
organized with the expectation of receiving both 
paying and nonpaying patients. It may be under 
a department of government, an independent 
hoard of trustees or a religious or benevolent 
association. In any of these forms, it is a non- 
profit organization. In some parts of the country 
it often secures enough income from its paying 
patients to meet its annual expenses and perhaps 
to do not a little work at less than cost or free. 
It may show, as some hospitals do in some years, 
a surplus of annual income over annual expenses. 
The existence of a surplus does not, however, con- 


Chicago 


stitute it a proprietary or profitmaking hospital. 
This point has been defined by court decision as 
well as by practical experience. The distinguish- 
ing characteristic is not the existence of a surplus 
but its disposition. In the typical hospital any 
surplus that occurs does not go to individuals 
but into the work for its expansion or improve- 
ment, or it is put aside as working capital or 
endowment. In the East of the country annual 
deficits are more likely to be taken for granted 
among hospitals than in the West, but the funda- 
mental organization of public service hospitals 
does not vary greatly. 


The Plan of the Proprietary Hospital 


The proprietary hospital, on the other hand, is 
established by an individual, a partnership or a 
corporation on a basis similar to a business. It 
may have, and may realize in practice, an excel- 
lent intention of rendering service to a commu- 
nity, but it is so organized that if successful, it 
will make money for individuals. From a local 
standpoint, it may take the form of a business 
corporation the stock of which is owned by cer- 
tain persons, and which, it is hoped, will pay 
dividends, or it may be unincorporated and owned 
by an individual or a partnership like a small 
business enterprise. The owners and managers 
of a proprietary hospital may put some or all 
of the annual surplus into the work if they wish 
to do so. But they have the right to use it for 
themselves if they so desire and if they have es- 
tablished the hospital as a means of livelihood, 
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may be so situated that they must. A proprietary 
hospital may also run a deficit, but not for very 
long. 

As to their legal organization, some propri- 
etary hospitals are incorporated; others, usually 
small ones, are owned by an individual or by a 
partnership. The corporate form of a proprie- 
tary hospital is ordinarily that of a stock corpo- 
ration, the usual business type of corporation in 
which the owners hold the stock, and at meetings 
of the corporation have votes in proportion to 
their holdings. The nonproprietary hospital, 
when incorporated, is in most states the so-called 
membership corporation which has not capital 
stock. Its corporate body is composed of indi- 
viduals who are designated in various ways and 
who are sometimes self-perpetuating. 


Approximately 2,000 Are Listed 


A recent estimate that I made stated that there 
were about 2,000 proprietary hospitals in the 
United States on the registered list of the Amer- 
ican Medical Association. This number is about 
300 larger than the figure given by the Council 
on Medical Education and Hospitals of the asso- 
ciation in the March 30, 1929, issue of the Journal 
of the American Medical Association, for the 
reason that the council classifies as “proprietary” 
only hospitals owned by a single physician or by 
two or more in partnership. It does not include 
in its total of 1,699 proprietary hospitals those 
established by associations of physicians and 
others who hold stock or have sold it to outsiders. 
In this article, however, we are considering all 
hospitals incorporated for profit or organized 
with a similar intention. Those established and 
controlled by lay associations or incorporated 
groups of physicians are of distinct importance, 
as will appear. 

Dr. C. R. Rorem, in the course of a study of 
capital investment and other financial problems 
of hospitals, in which he is at present engaged, 
has had occasion to review the classification of 
hospitals and to make a new estimate. In pre- 
paring this, he has had the benefit of information 
he has secured personally from many hospitals, 
thus being able to check and correct the less reli- 
able data that can be gathered by questionnaires. 
He comes to the conclusion that my estimate of 
300 proprietary hospitals established as corpora- 
tions or associations was only half the correct 
number. He also has been able to estimate the 
bed capacity of these 600 institutions and judges 
it to be about 32,000. The 1,699 proprietary hos- 
pitals listed as such by the American Medical As- 





1 Davis, Michael M., Hospital Administration: A Career, New York, 
1929, Appendix, pp. 96-97. 
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sociation have a bed capacity of nearly 40,000, 
making a total of 2,300 proprietary hospitals on 
the registered list, with 72,000 beds. To this 
must be added the 306 proprietary hospitals that 
the American Medical Association regarded as 
not worthy to be included in its list. It is prob- 
able that these have less than 8,000 beds, making 
a grand total of 2,600 proprietary hospitals in the 
United States, with about 80,000 beds. It will 
be noted that the average size of these hospitals 
is only about thirty beds. 

Proprietary hospitals are distributed over 
every state in the Union, but the majority of beds 
are in the sixteen states given in the accompany- 
ing table. These figures are only partial, since 
they include neither the corporate nor the unreg- 
istered hospitals. California and Texas head the 
list with 147 and 115 hospitals respectively. New 
York comes third with ninety-one. It will be 
seen from the preceding figures that proprietary 
hospitals constitute as much as 30 per cent of 
the 6,852 hospitals on the registered list in the 
United States. On the other hand their small 
average size renders them much less significant 
than this proportion would suggest. The 72,000 
beds which the 2,300 hospitals provide are not 
more than 8 per cent of the 893,000 beds on the 
registered list. 

It should be mentioned that hospitals estab- 
lished and maintained by industries for the bene- 
fit of their employees are in a sense organized for 
business purposes. From one point of view, they 
resemble proprietary hospitals, but they differ 
much in other ways and to put them into the same 
classification would be unsound. Moreover, the 
number of industrial hospitals is only 157 and 
the number of beds only 7,047, so that the group 
is too small to render its inclusion or exclusion 
of statistical importance. In any event, the pro- 
prietary hospital needs to be discussed from other 
than a statistical standpoint in order to show its 
significance. 


One-Hospital Towns 


Many towns, particularly in the West and in 
the South, have not recognized a hospital as a 
community responsibility. The citizens of these 
towns would often be entirely without hospital 
facilities were it not for the incentive of physi- 
cians who provide hospitals at their own risk. A 
live physician, usually one interested in surgery, 
may open a five-bed or a ten-bed hospital in his 
own home, or a somewhat larger institution in 
a commodious residence which he buys or rents. 
The physical characteristics and the equipment 
of the hospital will depend largely upon the phy- 
sician’s knowledge and the funds that he can 





















),000, 
Js on 
this 
; that 
dd as 
prob- 
uking 
n the 
; will 
vitals 


over 
beds 
any- 
since 
nreg- 
1 the 
New 
ll be 
tary 
it of 
| the 
small 
icant 
2,000 
» not 
. the 


stab- 
ene- 
1 for 
they 
iffer 
ame 

the 
and 
roup 
sion 
pro- 
ther 
y its 


1 in 
is a 
hese 
vital 
ysi- 


ery, 

his 
1 in 
nts. 
ent 
hhy- 
can 








May, 1930 


invest or can obtain from other physicians or lay 
friends. Of the 147 proprietary hospitals in Cali- 
fornia, as shown in the accompanying table, 48 
were the only hospitals in their respective towns. 
Of the 115 proprietary hospitals in Texas, more 
than half (60) occupied the same position. This 
is true also of 46 of the 78 in Minnesota and 18 of 
the 58 in North Carolina. Such one-man hos- 
pitals in towns of small size may run on for years. 
Other physicians in the same town may follow 
the example of the first hospital founder so that 
one small town may have several little hospitals 
of this type. This is the case in at least five 
places in Texas. 

Since the list in the accompanying table in- 
cludes none of the proprietary hospitals controlled 
by associations as distinct from individuals or 
partnerships, the inclusion of these would in- 
crease the proportion of the proprietary institu- 
tions which are the only hospitals in their re- 
spective communities. 


Caring for the Increasing Demand 


As hospital work broadens and the public be- 
comes more accustomed to it, the demand for hos- 
pital beds increases, surgery is done for other 
than emergency cases, and maternity and medi- 
cal cases come in in appreciably larger numbers. 
The one-man hospital, the only one in its town, 
may not be able to meet the demands for either 
quantity or quality of service. Such a hospital 
may be frequently enlarged and may become a 
community institution. On the other hand, it 
may remain proprietary, perhaps with a consid- 
erable group of physicians as its owners and its 
staff. Funds for enlargement are usually se- 
cured, at least in part, from laymen of the lo- 
cality in return for bonds or stock. 

An excellent hospital in a Southern state ex- 
emplifies the evolution of a proprietary institu- 
tion. It was started in 1913 by two surgeons of 
standing and competence. It has advanced with 
the growth of the town and the increasing trend 
toward hospitalization into essentially a commu- 
nity institution. As the only hospital in the town 
it has often been unable to refuse cases even 
when they could not pay, yet because of its pro- 
prietary type of organization it has secured 
neither remission of local taxes nor donations for 
its support. The owners have been forced to 
carry a burden that should fall on the community. 
The hospital is said to have run at a loss during 
recent years, the deficit having been met by the 
owners out of their fees received as surgeons. 
Recently they have taken steps toward transform- 
ing their hospital into a nonprofit organization, 
although the public of the locality does not yet 
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seem prepared to pay them a reasonable amount 
for their personal investment in the enterprise. 
It is noteworthy that this hospital has made pro- 
vision for colored as well as for white patients. 

Few towns with only one hospital and that a 
small proprietary one, are as well served as in 
the instance just quoted. The physician starting 
such a hospital may lack experience. He is still 
more likely to lack the resources to equip and 
conduct even a very small institution satisfac- 
torily. This is especially noticeable in sections 
of the country and among groups of the popula- 


- | 
_ TABLE SHOWING NUMBER OF PROPRIETARY 
HOSPITALS IN SIXTEEN STATES? 








State No. Hospitals No. Beds | 
| QCeBOPMER 2... cccccce 147 3,229 
| Texas ...........00 115 2,866 
New York ......0s. 91 3,020 
Minnesota .......... 78 1,338 
ED eee ie os tae cs 66 1,037 | 
-— eae 63 1,333 | 
Pennsylvania ........ 59 1,456 | 
North Carolina ..... 58 1,947 | 
- ae 56 1,069 | 
Massachusetts ...... 55 978 | 
CR, nc ce cccees 52 1,550 | 
Nebraska .......... 51 927 
ee 48 956 
ER iid a intnadaacée 45 1,217 | 
Tennessee .......... 42 1114 | 
SEE cies té'no a mceware 41 1,126 
1,067 25,163 





1 Taken from Table 2, Journal of the American Medical As- 
sociation, March 30, 1929, p. 1047. 
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tion that are comparatively poor. The struggles 
of Negro physicians in some Southern towns to 
develop hospitals in which Negro patients can be 
served and in which they themselves can have 
some modern facilities are obvious examples. In 
one town of 20,000 in one of the larger Southern 
states, a hospital has been set up in a large two- 
story building eighteen or twenty years old, with 
space for twenty-five beds. Because of its inade- 
quate facilities it rarely has more than six or 
eight patients. At the time I visited there it had 
four. The equipment was pitifully inadequate. 
The three nurses in the institution had to do not 
only the professional work, but, for a good part 
of the time, the cooking and house cleaning as 
well. 

Occasionally in the East, more often in the Mid- 
dle West, and very frequently in the Far West, 
groups of doctors have established hospitals to 
take care of their practices and to provide high 
grade service for the community. Sometimes all 
the stock is held by the doctors themselves, some- 

















52 THE MODERN HOSPITAL 





times it has been offered to outsiders. These hos- 
pitals are run as business concerns, often with a 
business manager under a medical director. Usu- 
ally no attempt is made to do free work, except a 
certain amount of what may be called “involun- 
tary charity,” that is, taking care of patients who 
later prove unable to pay their bills. 

In some instances these hospitals were opened 
in connection with group clinics in order to fa- 
cilitate complete service to patients. One excel- 
lent 100-bed hospital connected with a group 
clinic in a California city is unique in that its 
staff interlocks with the members of the city 
health department. It has been established nearly 
thirty years and is still the only hospital in town. 
The city and the hospital cooperate closely, the 
city sending all its charity cases there and reim- 
bursing the hospital therefor. The members of 
the hospital staff comprise practically all the 
physicians in town. 


Successful and Unsuccessful Examples 


Another hospital in the Far West, established 
five years ago, raised the money for building and 
equipment through the sale of stock. It was suc- 
cessful from the start. One hundred and twenty- 
eight physicians patronized it in 1928, and 4,611 
patients were cared for. The net profit in that 
year was stated as $23,535, after charging off bad 
debts amounting to over $4,000. 

The following extracts from the president’s re- 
port to the stockholders are worth quoting: “The 
financial statement for the year 1928 will reveal 
to the critical examiner that our income has in- 
creased materially ; that our liabilities have been 
consistently and steadily decreased, and that our 
net profits have been all that could be expected. 
If our stockholders will realize that we are paying 
nearly $20,000 in interest to the banks and at the 
same time meeting all our other obligations 
promptly, they will realize that Hospital 
is doing very well indeed. . . . We now have a 
staff numbering sixty-three men. They represent 
the best physicians and surgeons in the commu- 
nity, and it is through their loyal support that 
we have been able to attain the perfection re- 
quired by the American College of Surgeons, 
whose inspection we have successfully passed.” 

Since a considerable proportion of the physi- 
cians in the large cities have no appointments on 
the staff of the chief community hospital, or on 
any hospital staff, some of them feel an incentive 
to establish institutions of their own. Hopes of 
money-making have sometimes caused lay indi- 
viduals or lay groups to initiate hospitals and to 
seek the patronage of physicians who will bring 
them private patients. 
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In a city of 40,000 persons within an hour’s 
ride of New York, there is one large public servy- 
ice hospital and a few other small institutions, 
A physician, not on the staff of any of these, set 
up his own hospital ten years ago. It now has 
ninety-five beds. This hospital is not approved 
by the American College of Surgeons. It is, how- 
ever, listed in the directory of the American Med- 
ical Association. A quarter page advertisement 
of it appears in the 1928 issue, advertising a 
training school for nurses and a school of mid- 
wifery. “Staff and faculty of twenty-five” is 
stated in the advertisement, but in the same year 
the professional staff list, given to a visitor by 
the owner, contained only sixteen names, includ- 
ing his own. Not one of these men was on the 
official staffs of the two public service hospitals 
in the county; one or two of the names could not 
be found in either state or national directories. 

Although the community hospitals were badly 
crowded during portions of the year, this proprie- 
tary institution did not run over a 50 per cent 
occupancy. It is housed in a three-story and base- 
ment frame structure. The owner talks of addi- 
tions and a new building, but it is doubtful if 
these will materialize. He states that he has lost 
over $70,000 during its life and would like to see 
the hospital transformed into a nonprofit com- 
munity institution. 


“The One-Man Show” 


There is also a type of physician whose dis- 
position can tolerate only a “one man show.” 
Such a person is likely to prefer to set up his own 
establishment rather than to conform to the rules 
and regulations of the majority. The owner of 
a hospital in a middle-sized Eastern city seems 
to belong to this class. He is a graduate of a 
well known medical college and a member of the 
American College of Surgeons. His hospital is 
a substantial brick building, of the dwelling type, 
with a capacity of thirty beds. He opened it in 
1910 when there was only one other hospital of 
importance in town. Eighty per cent of the cases 
are surgical and about 12 per cent obstetrical. 
People like to come to him, he says, because his 
place is homelike and because he has always had 
graduate nurses at a time when the standards of 
nursing at the community hospital were poor. 
At present he and his associate handle most of 
the work but before the second community hos- 
pital was built many of the doctors in town pre- 
ferred, according to his story, to bring their pa- 
tients to him rather than to take them to the 
only other existing institution of any size. Some- 
times, he says, patients ask their doctors to send 
them to him. 
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In many cities examples can be found in which 
women, usually nurses, but sometimes without 
training, have started hospitals in their own 
homes as a means of livelihood. Sometimes they 
begin by taking in one or two old persons or con- 
valescents. Doctors may send patients to them 
because they have no other hospital affiliations 
or because prices are lower than those of the 
regular hospitals. Such places do not deserve 
the name “hospital’’; they are merely boarding 
houses for sick people. They remind one of 
“nursing homes” in England, which because of 
the strength of the ancient charity tradition, are 
often the only places in which the well-to-do can 
secure hospital care, and are generally much in- 
ferior to the wards in the old established British 
hospitals. 


Misnamed Institutions—and Others 


A physician of my acquaintance, visiting a 
number of proprietary institutions in New York 
in the course of a hospital survey, rang the bell 
at an institution listed in the telephone book as 
a “hospital.” At the third ring a somewhat 
flustered woman appeared. “What is it?” she 
asked urgently. “I am Dr. — and I would 
like to find out . . .” but the visitor could get no 
further, for the woman, catching the word “doc- 
tor” said, “Come upstairs quick! I have a woman 
there in labor and have been trying for half an 
hour to get a physician.” The surprised medical 
visitor actually attended the birth. 

Another example, also in an Eastern state, is 
a hospital owned and managed by a nurse who 
had had previous experience as a superintendent. 
She began in her own home, she said, in order 
to have a place for her ailing mother. The front 
parlor is used as a ward for men. Four were 
crowded in there, on the day a visitor inspected 
it, with screens protecting the beds quite inade- 
quately from the gaze of anyone who might enter 
the front hall. The small operating room is on 
the same floor. It would be impossible to make it 
surgically clean. There is a laboratory, so-called, 
in the basement. An outside physician takes 
the x-rays. The only microscope occupied an im- 
portant but dust covered position under a glass 
case on the superintendent’s desk. There were 
four bedrooms upstairs with two beds apiece. The 
patients brought there are for the most part 
accident cases picked up on the road, and those 
in need of minor surgical operations. The phy- 
Sicians whom she mentioned as patronizing her 
establishment were doctors of whom the leading 
physicians of the locality did not speak highly. 

In contrast to these dreary pictures are up-to- 
date and well managed institutions that promi- 
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nent doctors utilize to accommodate their rich 
patients. To take care of such patients some hos- 
pitals have built private pavilions in an endeavor 
to cater to their tastes. Some wealthy patients, 
however, may prefer a private hospital where 
they can have their personal physicians and feel 
“out of the institutional atmosphere.” At one 
such place in New York, run by a graduate nurse, 
daily rates are from $9 to $50 a day, the average 
being $15 and $16. Suites are $45 and $50 a day. 
Another New York “sanitarium” for obstetrical 
cases charges only from $12 to $20 a day. These 
are high grade institutions, patronized by wealthy 
and prominent people sent there by some of the 
leading physicians in the city. 

Another proprietary hospital in the vicinity of 
Chicago has over 300 beds, an out-patient depart- 
ment and a school of nursing. It complies with 
the standards of the American College of Sur- 
geons and is approved by the American Medical 
Association Council on Medical Education and 
Hospitals, for both general internship and resi- 
dence in specialties. The hospital gives a visitor 
the impression of good management. It has over 
sixty physicians on its staff, all but nine graduates 
of Class A medical schools. 


Special Proprietary Hospitals 


A special incentive to the formation of some 
proprietary hospitals has been given by the op- 
portunities for industrial medical practice. Thus 
in a large city in California, a physician who has 
been practicing industrial medicine for nearly 
twenty years opened his own hospital about nine 
years ago. He has been desirous of building up 
a high grade service for patients injured through 
industry and of educating employers to realize 
that it is to their advantage to give their injured 
employees the best care. His hospital provides 
four emergency units in outlying sections in ad- 
dition to the well equipped central building in 
the industrial district of the city. He has a sal- 
aried staff of physicians. The American College 
of Surgeons has approved the hospital and the 
American Medical Association lists it for resi- 
dence in specialties. It is not on their “approved 
for internship” list, probably because it has only 
seventy-five beds. The owner-superintendent re- 
cently offered to take care of industrial workers, 
their families and friends, suffering from ail- 
ments not subject to compensation, at compensa- 
tion rates in both out-patient department and 
hospital. 

The care of mental disease is now recognized 
as primarily a function of the state, and some 
300,000 beds are provided for mental cases in 
this country under state and other government 
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control. These institutions, however, are rarely 
sought by patients from well-to-do families. 
Hence there has been some incentive to establish 
proprietary institutions, as well as a few volun- 
tary hospitals of high grade, such as the Bloom- 
ingdale branch of the New York Hospital in 
White Plains, N. Y., and the McLean Hospital 
under the auspices of the Massachusetts General 
Hospital, Boston. The proprietary hospitals for 
mental and nervous cases are about 131 in num- 
ber, constituting about 24 per cent of all the 
mental and nervous hospitals in the country, but 
only about 1 per cent of the total number of beds 
for this class of cases. As a rule these institu- 
tions bear the name of sanatoriums rather than 
of hospitals, and do not provide for facilities be- 
yond custodial care. A few specialists in mental 
and nervous diseases utilize expensive and ex- 
cellently managed proprietary institutions for 
their private patients. 

The institutional care of tuberculosis is now 
recognized as largely a governmental responsi- 
bility, though nongovernmental agencies still play 
a greater part in providing it than in the case of 
mental disease. Nongovernmental hospitals or 
sanatoriums in the United States constitute over 
40 per cent of the total number of institutions 
and provide 25 per cent of the number of tuber- 
culosis beds, but the proprietary institutions for 
the care of tuberculosis are relatively few, only 
82 being listed, with 2,818 beds, only about 5 per 
cent of all the beds for tuberculosis. These are 
generally small private sanatoriums for paying 
patients. 


What the Review Shows 


The preceding review makes clear that: (1) 
Proprietary hospitals have played a _ distinct 
though relatively diminishing réle in providing 
hospital care in small communities. (2) In both 
large and small places some distinctive examples 
of serviceable institutions of high standard have 
developed under proprietary auspices. (3) In 
the total hospital service of the United States, 
the proprietary hospital constitutes but a small 
fraction, only about one bed in every twenty. (4) 
A considerable proportion of the proprietary in- 
stitutions are of questionable grade. Out of the 
458 hospitals that in 1928 were regarded by the 
American Medical Association as unworthy of 
inclusion in their registered list of medical in- 
stitutions, 306 or 67 per cent were proprietary. 

The incentives to starting proprietary hospitals 
may be professional or financial. In the case of 
physicians, they may be both; in the case of other 
than physicians, they are purely financial. 


Worthy professional incentives have given rise 
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to excellent examples of public service through 
proprietary hospitals in small communities, al- 
though it is an increasingly important question 
whether the physicians should have to shoulder 
the financial burden and risk of providing hos- 
pital care for a community. In cities of any con- 
siderable size, professional incentive too often is 
unable to realize standards of service comparable 
with public service hospitals, except when the 
proprietary hospital is limited to providing care 
for a wealthy group. 


What Will the Future Bring? 


The underlying reason for this is economic, 
namely, the difficulty of securing sufficient cap- 
ital. A proprietary hospital must raise the cap- 
ital for its building and equipment on a business 
basis, either from the savings of those who are 
interested in establishing it or by the sale of 
bonds or stock on which interest or dividends 
must be paid. The amount of capital needed in 
establishing a hospital is generally too large for 
physicians to provide themselves, and control by 
laymen who buy stock or bonds may therefore be 
involved. In any case, the proprietary hospital 
must pay interest on its investment and also 
taxes, which public service hospitals generally 
do not have to do. 

From the purely business standpoint, there is 
small incentive to laymen to invest capital in hos- 
pitals with the hope of profit, as compared with 
investment in other lines. In the _ first 
place, a hospital requires an unusually large 
investment in comparison with buildings for 
other purposes. In the second place, the 
hospital business is of a highly technical nature. 
Success depends greatly on skilled manage- 
ment which is difficult to obtain and not so easy 
to supervise as in the case of less technical under- 
takings. In the third place, there is competition 
with nonproprietary hospitals. Hospitals have 
been steadily increasing in the scope of their 
medical work and in the proportion of the popu- 
lation who seek them in time of illness. Capital 
investment per hospital bed is increasing and 
there is a growing tendency to recognize the 
need for community hospitals. These factors 
seem likely to diminish the readiness to invest 
capital in hospitals simply for the sake of making 
a profit. 

The existence of proprietary hospitals having 
low standards raises the question of supervision 
and control. In several cities such as New York 
and Chicago the health department is required 
to inspect and license proprietary hospitals but 
this is mainly from the standpoint of construction 
and sanitation. The state boards of charity or 
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of public welfare have the authority in some 
states to require reports from hospitals and to 
exercise a certain amount of supervision over 
them but generally are not empowered by law to 
include proprietary hospitals within their scope. 
Low standard hospitals are frequently very small 
units, too small to come within the inspection of 
such professional bodies as the American College 
of Surgeons. 

The freedom to choose one’s own occupation 
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THE UNITED STATES 


Nonprofit hospitals 

Proprietary association hospitals .... 
Individual or partnership hospitals .. 1,699 | 
Unregistered proprietary hospitals .. 306 | 


j 








and to start a business to make an honest living 
is an American right that should be preserved by 
all means, but the hospital business has a public 
interest that does not pertain to ordinary busi- 
ness. The selling of hospital service for a profit 
is not the same as the selling of shoes or automo- 
biles. The buyer of hospital service often is not 
in a position to protect himself even if he were a 
judge of the quality of the product, which as a 
rule he is not. If he buys poor shoes, he will 
lose money, but if he buys poor hospital care he 
may lose his life. All hospitals are justifiably 
subject to public supervision, and this is particu- 
larly required for institutions in which considera- 
tions of personal profit might override those of 
service. The right to establish and maintain a 
hospital as a business should not be taken away, 
but there should be effective agencies for inspec- 
tion and for enforcing at least minimum stand- 
ards of service. A recent New Jersey law has 
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empowered the state department of institutions 
and agencies to license and inspect all proprie- 
tary hospitals, with implied powers of enforce- 
ment of standards. 

There is a considerable similarity between the 
provision of hospital service and of educational 
facilities. Both are matters in which the whole 
public has an interest to a degree not existing in 
ordinary business undertakings. The govern- 
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ment has assumed the main responsibility for 
education although private initiative in providing 
schools and colleges is by no means excluded. In 
hospitals, a larger proportion of the field remains 
under nongovernmental auspices and there seems 
little likelihood that voluntary effort in this field 
will be restricted. But an overwhelming propor- 
tion of voluntary effort in the hospital field is on 
a nonprofit basis. 

Further study should be given to the proprie- 
tary hospital and to numerous questions that this 
brief review raises, before authoritative answers 
to many questions can be made. However, one 
cannot but come tentatively to the conclusion that 
effective extension of proprietary hospitals is un- 
likely ; that in towns and rural areas the hospitals 
established and supported on a community, non- 
profit basis, will be dominant in the future, and 
that in the cities, the proprietary hospitals will, 
because of legal, economic and professional re- 
strictions, play a diminishing rather than an in- 
creasing role except as they are limited to a 
wealthy clientele. In this respect the proprietary 
hospital’s future may be similar to that of the 
private academy catering to a small social group 
with ample funds. 





Measuring a Hospital’s Success by 
the Percentage of Its Occupancy 


That an average hospital bed occupancy of less than 
70 per cent is too small is emphasized in the recent sur- 
vey of health and hospital services in Philadelphia. A 
use throughout the year of from 80 to 85 per cent is 
regarded as an excellent record. Hospitals averaging 
30, 40 or 50 per cent of use raise doubts of their necessity 
and of their effectiveness as community institutions. 

“The extent to which hospitals are used is measured by 
comparing the actual number of hospital or patient days 
with the maximum number of potential days—that is, 
if every bed were used every day in the year,” says the 
survey. “This is found by multiplying the number of 
beds by 365 days and dividing the actual days of care 
furnished by this maximum possible utilization figure. 
Hospitals, however, do not expect to use every bed every 
day in the year, since allowance must be made for 
cleaning, repainting and renovations. 

“Certain hospitals for special kinds of cases frequently 
show a high degree of bed occupancy, such as those for 
orthopedic conditions, a popular maternity hospital or 
a neighborhood hospital for children. On the other hand, 
other types of special hospitals may be well used and 
frequently show lower averages than general hospitals. 
For example, the fluctuations in the prevalence of disease 
among young children frequently places great pressure 
upon children’s hospitals during the winter months, with 
periods of low use at other times of the year; similarly 
the considerable variation in the demand for maternity 
beds not infrequently results in a bed occupancy below 
70 per cent, although there may be periods of high 
utilization.” 
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What Hospitals Can Do to Improve 
Pediatric Service 


By ARTHUR C. BACHMEYER, M.D. 


Superintendent, Cincinnati General Hospital, Cincinnati, and 


A. GRAEME MITCHELL, M.D. 


Professor of Pediatrics, College of Medicine, University of Cincinnati 


HAT pediatrics imposes special require- 

ments in hospital practice is now acknowl- 

edged. In the days before it was recognized 
that the child was more than a little man, and be- 
fore physicians especially interested and trained 
in the care of infants and children were a part 
of the medical plan, pediatric problems in the 
hospital received little attention. Because this 
state of affairs reacted to the detriment of the 
sick child it was natural that it should change. 
It must be admitted, however, that the establish- 
ment of special pediatric wards and special pe- 
diatric hospitals came about largely through the 
stimulus of the pediatrician rather than primar- 
ily because of the hospital’s interest in children. 
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While the object of this presentation is to dis- 
cuss the pediatric service of a general hospital, 
it is almost essential to mention the fact that 
medical care for infants and children can best 
be given in a children’s hospital. The entire or- 
ganization of pediatrics, including administra- 
tion, medicine, nursing, social service, dietetics 
and perhaps, too, the physical equipment and its 
care presents problems differing from those that 
exist in adult medicine. Fortunately, however, it 
is possible to obviate many of the difficulties if 
it is recognized that the closer the general hos- 
pital’s pediatric service aproaches the ideal of the 
proper children’s hospital the better will it be. 
A more complete discussion of this subject will 


Ward cubicles in the children’s department should be well lighted and weil ventilated. 
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The milk laboratory is an important part of the children’s department. 


be found in an article by A. O. Elzner, Dr. A. C. 
Bachmeyer and Elizabeth Pierce that appeared 
in THE MODERN HOsPITAL for March, 1927. 

In any plan it is best to visualize first the func- 
tions, second the organization and personnel to 
carry them out and, third, the physical equip- 
ment that will supply the mechanism for the or- 
ganization and personnel to perform their duties 
so that they will not seem to be duties. 

Broadly conceived, the functions of pediatrics 
are: the care of well and sick infants and chil- 
dren; the education of parents and families con- 
cerning the prevention of disease and the preser- 
vation of the physical and mental health of their 
children; the instruction of undergraduate and 
graduate medical students and nurses in man- 
aging well and sick children and in promoting 
investigation. For some of these activities the 
hospital is largely responsible; in others it is 
a cooperating agency; in still others it furnishes 
the field in which specially trained persons work. 

The hospital, then, is the principal factor in the 
care of the sick child and it may or may not be 
the place for coordinating work for the well child. 
Under any circumstances it has a part to play 
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It need not be large if it is properly planned. 


in the instruction given to parents in the preven- 
tion of mental and physical ill health, and it must 
establish the best cooperation with any agencies 
that have such functions as their primary object. 
In teaching, the hospital, while not responsible, 
provides the field and is interested both in the 
extra load teaching imposes upon its nursing, 
social service and other personnel and in seeing 
that teaching is properly conducted in its in- 
patient and out-patient departments. In investi- 
gation, the hospital is not a directing but a co- 
ordinating agent and a field for work. 

Whether children are suffering from surgi- 
cal, orthopedic, otolaryngological, genito-urinary, 
dermatological or nervous conditions, they should 
all be under pediatric control. Only in this way 
may the general state of their health be discov- 
ered and proper dietary and other measures in- 
stituted. It is hardly conceivable that the sur- 
geon, the orthopedist, the otolaryngologist, the 
genito-urinary specialist and the dermatologist 
are trained to care for all aspects of child health. 
Particularly is it necessary that the newborn 
infant be under pediatric supervision. 

The organization and personnel of the pediatric 
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department of a hospital will depend to a certain 
extent upon whether or not it is a teaching insti- 
tution. If an academic connection exists, it would 
be obvious that the head of the pediatric depart- 
ment of the affiliated college of medicine should 
be the director of pediatrics in the hospital. In 
the Cincinnati General Hospital the contagious 
disease department is linked in teaching and di- 
rection to pediatrics, and this makes a satisfac- 
tory association both in teaching and hospital 
work. The amount of time consumed in the med- 
ical administration of a large department of 
pediatrics, especially if it is a teaching one, makes 
it almost essential that it be done by someone who 
is devoting the major portion of his time to it. 
It seems unfair to ask the voluntary man to do 
this. As a matter of fact he seldom can, or does. 


College Affiliation Simplifies Matters 


The college affiliation makes the matter a sim- 
ple one. The ideal set-up involves a medical per- 
sonnel in which the director and some of the as- 
sociates are either full-time or part-time and 
some are voluntary. All of these groups are nec- 
essary and can work together, and their coordi- 
nation makes a better and broader plan both in 
teaching and in the care of patients than either 
a strictly full-time group or an entirely voluntary 
one. Parenthetically it may be stated that our 
definition of “full-time” does not exclude outside 
contact in consultation work. The resident phy- 
sicians in a pediatric service should preferably 
consist of those who, having completed at least 
one year of rotating service in a general hospital, 
are seriously spending one or two years or more 
in pediatric training. These residents should 
give service in both in-patient and out-patient 
departments and if possible part of their training 
should be in contagious diseases. 

In Cincinnati we have an ideal arrangement 
whereby part of each year’s service is spent by 
the resident in extramural work in well baby 
clinics. Much that has been recommended in the 
preceding paragraphs applies to the larger hos- 
pital with an active and extensive pediatric de- 
partment. In smaller institutions where under- 
graduate medical teaching is not carried out, it is 
necessary and possible to do good work with a 
less extensive pediatric medical organization and 
with a voluntary one. Even then, however, it 
should be directed by a pediatrician who seriously 
considers his job as a major and not a minor part 
of his daily business. 

A successful organization is possible only 
through the sympathetic understanding and close 
cooperation of the executive administration and 
the medical administration, without which smoath 
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functioning is impossible. The ideal situation de- 
mands recognized and established procedures 
which, within the limits of human frailty and 
personality difficulties, can allow devotion to in- 
teresting, helpful and profitable problems with 
little disturbance by petty details. The first es- 
sential in securing this is a recognition of where 
one type of administration begins and the other 
ends. It is not within the province of this dis- 
cussion to dilate upon this important matter, but 
an illustration may be given. For example, in 
the establishment of quarantine in the hospital 
it is a medical problem to advise when and where 
it should be instituted, but it is an executive 
function to see that it is carried out and that all 
the details that are involved, such as nursing, 
laundry, visitors, restriction of admission of pa- 
tients and the like are placed in motion. 

The nursing personnel is practically equal in 
importance to the medical. In a pediatric depart- 
ment in a general hospital the problem of a suffi- 
cient number of nurses immediately arises. It 
is obvious that children, and especially infants, 
require more nursing care than most, if not all 
other types of patients. It is difficult to put a 
greater number of undergraduate nurses on the 
pediatric wards than in other wards because of 
the schedules of rotation essential in the training 
of the undergraduate nurse. Perhaps the prob- 
lem is best solved by having an adequate number 
of graduate nurses trained in pediatrics in both 
executive positions and on general duty. The 
closer the recommended ideal of two nurses to 
every three patients is reached and the more 
permanent the nursing personnel, the better will 
be the nursing care. 


Cubicle System Offers Advantages 


There is no doubt, too, that the teaching of 
medical students and their presence in the wards 
adds to the number of nurses necessary. Part 
of the problem of pediatric nursing can be solved 
by the employment of a reasonable number of 
nurse aids. Under proper supervision and with 
correct instruction, such less highly trained per- 
sons can greatly relieve the nursing load. The 
increase in the amount of teaching to undergrad- 
uate nurses which the present ideas of nursing 
education have made necessary must be taken 
into consideration in the plan. The statement 
that a hospital has so many nurses for a given 
number of patients means little if they are not 
readily available for the actual nursing pro- 
cedures. 

For those pediatric patients who remain for 
long periods of time in the hospital there should 
be made arrangements for school instruction and 
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this can best be done through affiliation with the 
local board of education. Since in a general hos- 
pital there will be access to various other de- 
partments and to the several therapeutic acces- 
sories without the necessity of individual set-ups 
for pediatrics alone, the personnel and organiza- 
tion of these need not be discussed here. The use 
of such accessories in the treatment of sick chil- 
dren should be recognized, however, and such 
facilities should be readily accessible to the de- 
partment. 

In detailing the physical facilities for hospital 
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A typical unit in the Children’s Hospital of 
Cincinnati is shown in one of the accompanying 
floor plans. 

The nurses’ station, placed in a central location, 
permits ready control of all visitors to the ward. 
The partitions along the corridors and between 
the small wards are glazed and allow visual con- 
trol at all times. Smaller desks for nurses and 
for residents placed in the corridors adjacent to 
the cubicled wards save many steps and permit 
the nurse to do much of her charting and other 
paper work where she can at the same time ob- 


A typical unit of the Children’s Hospital, 
Cincinnati. 














The nurses’ station, centrally placed, allows 
visual control of the ward at all times. 


work with infants and children there will be men- 
tioned only such things as are peculiarly neces- 
sary in such work. The wards should, when pos- 
sible, be of relatively small units. We believe 
that the cubicle system offers the greatest advan- 
tages. It is desirable but not entirely necessary 
that running water and provision for gowns and 
separate service be available for each cubicle. 
Conditions of this kind, as we have reason to 
know, are quite successful in preventing the 
spread of infectious and contagious diseases, in- 
cluding respiratory infections. They also elimi- 
nate the necessity for a separate admission ward. 
Incidentally we may state that the two diseases 
which give most difficulty so far as the spread of 
infection is concerned are chicken pox and mea- 
sles. Connected with the cubicle wards it is ad- 
visable to have isolation rooms in the proportion 
of about one room to every four or five cubicles. 


serve her patients. The solariums, though also 
centrally located with respect to the wards, are 
separated from them so that any noise caused 
by the convalescent children will not disturb those 
who are very sick. 

The area included in the cubicle proper should 
not be less than six by seven feet, so that the 
child’s bed may be approached from either side. 
If a three-foot bed is used, this area allows only 
an eighteen-inch space on either side. It is read- 
ily seen, therefore, that a six-foot width is an 
absolute minimum, and a wider cubicle is to be 
preferred. While the child’s bed may be more 
conveniently moved than the adult bed, there 
should be sufficient room for both doctor and 
nurse, one on either side of the bed, when exami- 
nations are being made or treatments given. The 
child’s bed, in most instances need not be over 
thirty inches wide and, in our experience, the six- 
foot width of cubicle is sufficient. 
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Ward units should be well lighted and well ven- 
tilated. Cubicle partitions should be so arranged 
that they do not interfere with the circulation 
of the air. 

The provisions for the care of bed linen, sepa- 
rate toilet articles and toys, and storage space for 
other similar articles belonging to the child, in 
cabinets adjacent to the cubicle, make a conven- 
ient and labor saving arrangement. 

Sufficient lavatories, conveniently placed, must 
be provided for the performance of proper nurs- 
ing and medical technique. 

The utility room need not differ from those 
used to serve the wards for adult patients. It is 
desirable, however, that clinic sinks be used, 
rather than the more modern bedpan washer, 
particularly in the infant quarters. These should 
also be placed near the window so that the nurse 
may have sufficient illumination to observe the 
contents of the soiled napkins. A hose connection 
with spray nozzle is helpful in developing proper 
technique in this instance. The top of the toilet 
sink should be raised to a height of thirty-four 
inches in order to eliminate unnecessary stooping. 

A central grouping of the treatment room, the 
diet or service kitchen, the blanket warmer, the 
medicine and linen closets, the flower rooms and 
the laundry chute and incinerator is of great 
assistance in solving many nursing problems. 
The use of a central treatment room is strongly 
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advised. The removal of the patient from the 
cubicle to such a treatment room, for diagnostic 
and therapeutic procedures, adds much to the 
comfort of the other patients and is of assistance 
in maintaining a happy atmosphere in the ward. 

It is extremely helpful and conducive to good 
medical practice to have a small laboratory bench 
or table to permit the performance of such minor 
procedures as routine urine and blood analyses, 
bacterial smear examinations and the like in the 
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ward treatment room. These small ward labora- § 


tories do not, of course, obviate the necessity for 
the central clinical laboratory. 

The bathrooms should be provided with raised 
tubs for the use of the two to six or seven year 
old children. Showers for the older groups have 
been found to be desirable. In the baby units, 
the baby bath fixtures may be employed. Though 


the installation is rather expensive, the individual | 


lavatory in each infant cubicle provides not only 
greater privacy but also greater protection 
against cross infections. 

In the toilet rooms provision should be made 
for the junior or juvenile toilet bowls. It is 
deemed advisable not to use doors on any of the 
toilet stalls in the children’s toilets. 

For the care of premature infants, a separate 
room with humidity and temperature control 


should be provided. A second small room or com- 
partment that will serve as a “temperature” lock 
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between the corridor or the ward unit and the 
constant temperature room is necessary. This, 
however, does not entirely obviate the necessity 
of providing separate incubator beds for certain 
of these infants. The provision of such rooms 
and separate incubators permits greater flexi- 
bility in caring for the needs of these patients. 

While glass and china may be used for dishes 
for the older group of children it is advisable to 
provide unbreakable utensils for the younger 
ones. Even these must be frequently replaced 
because, if they are light enough in weight to be 
usable, they will soon be dented and unsightly. 

Beds, chairs, tables and other furniture should 
of course be provided in sizes and proportions 
according to the service. 


Noise Reducing Measures Are Necessary 


Inasmuch as children in the pediatric depart- 
ment of a general hospital are likely at times to 
be noisy and consequently disturbing to patients 
in near-by adult wards, precautions should be 
taken to avoid such difficulties. Soft floors, pre- 
ferably rubber, and sound absorbent treatment of 
the ceilings are advised. By eliminating the pro- 
duction of noise caused by dropping toys and 
other articles, and by quickly absorbing that 
caused by the chattering, calling, laughter and 
cries of the children, the comfort of other pa- 
tients and of the personnel is enhanced. 

Open air porches, so placed that they may be 
used for natural heliotherapy, should also be 
available. When possible, provision should also 
be made for the quick and convenient removal 
of certain patients to the lawn or playground. 
We have found that such facilities have been 
helpful in promoting the welfare and in aiding in 
the recovery of our patients. 

An extremely helpful accessory is a small and 
simply equipped diet kitchen in which the method 
of preparation of mixtures and foods may be 
demonstrated to mothers. Such a room might 
well open into a classroom so that it can be em- 
ployed for instruction to students as well as to 
parents. The best location for such a classroom 
may be in the out-patient clinic. 

Of great importance is the milk laboratory. 
Even if the hospital is staffed by a group of pedi- 
atricians who employ relatively simple milk 
formulas it is better that the infants’ food be pre- 
pared in a place separate from that of the older 
children. The milk laboratory need not be large 
if it is properly planned. 

Somewhere in the hospital, living quarters for 
wet nurses and nursing mothers should be pro- 
vided. 

A special department to care for infants and 
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children suffering from gonorrheal vulvovaginitis 
is a necessity in some hospitals. All hospitals 
need not have such facilities, but there should be 
sufficient in one or more of them to cover the 
need of the community. While many children suf- 
fering from the disease are best treated in an 
out-patient clinic, the necessity for isolation fre- 
quently occurs, and complicating diseases may 
arise which make hospital care urgent. 

We should revert here to the statement previ- 
ously made—that all infants and children in the 
hospital should be under pediatric control. In the 
physical arrangement to bring this about there 
should be considered the advisability of having 
as contiguous as possible the special facilities that 
may be needed. For example, it would be much 
better to have in the pediatric building, or as an 
adjunct to the pediatric wards, a unit for oto- 
laryngological conditions in infants and children 
rather than to keep such patients in a ward or 
unit which is primarily for adults. The proper 
care and treatment of the child are the objectives, 
and in such work as otolaryngology, where the 
need is especially great, it is a good plan to assign 
members of the specialty staffs to duty on the 
pediatric wards. Certain special treatments in 
children seem to be performed better by the pedi- 
atrician. As an illustration of this may be men- 
tioned the so-called syphilis or salvarsan clinic. 

This discussion has sought to indicate those re- 
quirements that are more or less peculiar to the 
pediatric department. Little mention has been 
made, therefore, of those necessities that are 
common to all departments. 

In conclusion, we desire to urge that diligent 
and special consideration should be given to the 
planning of the pediatric division of the general 
hospital. The peculiar needs of the child must be 
studied. Then when the tentative plans have been 
prepared, each nursing procedure should be vis- 
ualized in order to be sure that it may be per- 
formed easily and that every facility necessary 
has been provided. 





Vancouver May Decentralize 
Its Hospitals 


A tendency that is in direct variance with the present 
trend toward consolidation of hospitals, is the plan that 
is now under consideration in Vancouver, B. C., to decen- 
tralize the hospitals of that city, says the Trained Nurse 
and Hospital Review. 

The plan appears to be to establish a circle of small 
hospitals, perhaps units of 200 beds, throughout selected 
areas in order to meet local community needs. The pres- 
ent Vancouver General Hospital would serve “as a central 
base for major cases involved in the scheme.” 
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consideration is the layout of the building. 

The person who has watched with interest 
the rapid growth of hospitals will be struck with 
the progress that hospital consultants, working 
in conjunction with 


Ls COORDINATE departments, the first 


inspection of all faucets and radiators and minor 
repairs is made if necessary. This reduces the 
need for emergency calls and also saves many 
steps. Elevators are inspected weekly by the 
elevator company under contract, the hospital 

force filling in only in 





architects, have made 
in revolutionizing hos- 
pital planning for ease 
of administration, com- 
fort of patients, reduc- 
tion of noise and elimi- 
nation of odors. The 
centralization of de- 
partments saves time 
in travel both in the 
collection and in the 
distribution of supplies. 
This is true of the 
operating room, the 
laboratory, the main 
kitchen, the serving 
kitchens, the laundry 


without delay. 





The Server and the Served 


HE patient is the hub around which 

all the activities of the hospital re- 
volve and any plan of organization must 
keep this fact prominently in mind. The 
ideal to be aimed at is that the patient 
should be entirely unconscious of the com- 
plexities of the machinery about him and 
that the service should be rendered with- 
out confusion or friction. 
product of a hospital is a well and satisfied 
patient, who feels that everything possible 
has been done to return him to health 


| an emergency. Laundry 

equipment is inspected 
daily by the mainte- 
nance department. Ma- 
chines are oiled at the 
same time, daily, by 
men who are familiar 
with laundry equip- 
ment. Electrical appa- 
ratus is inspected 
weekly. 

At night the electri- 
cian on duty does ordi- 
nary plumbing jobs, 
such as relieving 
stopped sinks and mak- 
ing minor repairs. He 


The finished 








and the storeroom, as 
well as the nurses’ stations on the various corri- 
dors, all of which should be centralized. 

The location of the power plant is important. 
It should be in a separate building, centrally lo- 
cated and so placed that the prevailing winds 
tend to carry the smoke and dust away from the 
hospital buildings. Its arrangement should be 
such that the noise from it is reduced to the 
minimum, and it should be central enough to re- 
duce the long runs of horizontal steam, of hot and 
cold water and of electric lines. The power plant 
should include all the machine, carpenter and 
paint shops, to facilitate the coordination of all 
repair work. 

In the machine repair shop of Harper Hospital, 
Detroit, we have a large blackboard on which 
calls are entered for the plumber or electrician. 
The note so made is answered by the next man 
coming in from a call who erases it. A weekly 





*Read at the joint meeting of the Illinois, Wisconsin and Indiana 
Hospital Associations, Chicago, February 19-21, 


is also charged with 
certain routine duties, such as oiling special 
apparatus and equipment. When it is necessary 
to set up machines at night the maintenance crew 
works overtime. The engine room is manned by 
stationary engineers and firemen on eight-hour 
shifts. In large cities, these positions are gov- 
erned by city ordinance. In addition to keeping 
the machines and boilers running, they are also 
responsible for keeping the machinery clean and 
usually have sufficient spare time to do this. 
The painter is responsible for the general up- 
keep of the building. Under him are the wall 
washers and a plasterer. The hospital is kept 
clean and is painted on a scheduled routine, 
except in emergencies. The painter has the fin- 
ishing of repaired articles and handles their dis- 
tribution afterwards. All the articles of furni- 
ture are stored under his care. He has charge 
of refurnishing any of the departments or of 
replacing articles while they are being repaired. 
The master mechanic, head painter and car- 
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penter constitute a committee that meets to dis- 
cuss changes in the building. They report their 
findings to the director once a week. No changes 
are made or repairs done unless the request is 
accompanied by a requisition signed by the di- 
rector or his assistant. Requisitions sent in from 
the various departments must be approved by the 
heads of the departments. They are then sent 
to the director’s office where they are signed and 
sent to the various departments. 

Frequently not enough thought is given to the 
equipment or arrangement of that important de- 
partment of the hospital, the laundry. Needless 
to say, it should be central, to reduce hauling both 
to and from the laundry. Machines should be 
placed so that there is no loss of time or labor in 
the washing process. 


Speeding Up Operation 


With the new type of equipment now in use 
at Harper Hospital, the speed of operation is 
greatly increased. All laundry collected up until 
1:30 p.m. goes out the same day. That collected 
up until 3 p.m. starts out of the laundry first 
thing the next morning. This rapid turnover de- 
creases the necessity of carrying a large stock of 
linen.. An additional saving is that, with modern 
equipment, we require two less employees in the 
sewing room for mending torn linen. This means 
not only a marked saving in money, but also less 
patched linen in circulation. 

Another innovation we are trying is piecework 
on certain types of laundry. So far the results 
show a saving of $8 a day. The work also is 
cleared up half an hour earlier. We believe we 
can extend this service. We are also securing a 
better grade of work. The linen is collected at 
each chute three times an hour all morning. 

The general housekeeping departments deserve 
a separate discussion inasmuch as they are natu- 
rally divorced from the purely medical activities. 

The dietetic department is in the charge of the 
dietitian who is a qualified teacher of home eco- 
nomics. She is also an instructor in the depart- 
ment of nursing. This dietitian has charge of 
all special diets and acts as a consultant to the 
medical staff in metabolic questions. The first 
assistant dietitian has charge of menus for the 
hospital personnel and the patients. 

We shall next consider the general arrange- 
ments from the patient’s point of view, starting 
with the admission office. 

The admission office may be successfully han- 
dled by clerks especially instructed for this duty. 
Since the first impression that the patient and his 
friends have of the hospital is received at the 
admitting office, tact and sympathetic under- 
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standing of the case are of great importance, 

The admitting office should be near the cashier’s 
office, with the personnel under the direction of 
the office manager. This is the arrangement at 
Harper Hospital. After assigning the patient to 
his room, these clerks make out the entry card 
in triplicate along with the front sheet of the 
chart. A messenger is assigned to the admitting 
office whose duty it is to take ambulatory patients 
to their respective rooms. One copy of the entry 
record, with the first sheet of the chart, accom- 
panies the patient to his ward or room. One 
record goes to the office for the information of 
the bookkeeper and one to the information office 
for the records there. The copy of the entry 
record that accompanies the patient follows him 
through the hospital, in case he should be trans- 
ferred. It also follows him to the office on his 
discharge from the hospital. It then goes to the 
information office for use in closing the records 
there, and finally completes its travels in the chart 
room where it is filed. This arrangement greatly 
simplifies the finding of charts for study or for 
readmission. The chart room employees are 
under the direction of the assistant director and 
are responsible to him. 


The Routine of Admitting the Patient 


The patient is taken to his room by the mes- 
senger or by the ambulance employee and is ac- 
companied by a note stating his status, which is 
given to the nurse in charge, who attends to the 
patient’s immediate needs. In some cases, a slip 
with the physician’s orders accompanies the pa- 
tient. This is facilitated by the hospital’s fur- 
nishing the staff with a sheet on which are all the 
informatory data the hospital requires for its 
records as well as a place for the doctor to write 
his immediate orders. These duties attended to, 
the nurse asks the telephone operator to find the 
intern on the section and she also notes the pa- 
tient’s entry in the book of patients. In the mean- 
time, a slip made out by the admitting office is 
put in the physician’s box notifying him of his 
patient’s arrival and of his location in the hos- 
pital. On this slip is the hospital number, the 
name correctly spelled, the address, telephone 
number and the name and address of the nearest 
relative. Staff members generally keep these 
slips for future reference. 

A rule of the hospital is that surgical patients 
are to be admitted before 4 p.m. the day before 
operation—emergencies excepted. This is done 
to give opportunity for a complete physical ex- 
amination of the patient, the necessary labora- 
tory work and the preparation of a complete his- 
tory. Physicians are urged to instruct surgical 
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patients to stay away from all public gatherings 
for twenty-four hours before entering the hos- 
pital. We believe that this decreases the inci- 
dence of postoperative respiratory complications. 

The coordination of departments in the final 
analysis depends upon the rules and regulations 
of conduct of the various departments. They 
must not be taken too literally in all cases and the 
personnel must always keep in mind the slogan, 
“The Patient First.” 

The board of trustees of most hospitals except 
federal, state or municipal institutions are se- 
lected for life and are responsible for all hospital 
activities. 

The board holds monthly meetings and listens 
to reports of various committees relative to the 
policy of the institution. The board is further 
divided into various committees—executive, 
building, finance, training school—which investi- 
gate in detail the various activities of the hospital. 
These committees in turn report their findings to 
the board for action or ratification. The com- 
mittee acts in matters requiring immediate de- 
cision or when the committee has been given 
power to act. The director or superintendent is 
the board’s representative when it is not in session 
and he should meet with the board and act as sec- 
retary. The board should appoint members of 
the attending staff and heads of each department. 
These automatically constitute the executive com- 
mittee of the medical staff. The.board also dis- 
misses members of the staff. The appointment, 
however, should be made on the recommendation 
of the executive committee of the medical staff. 
In recommending a new member to the board for 
appointment, the executive committee of the 
medical staff should first select individuals whose 
fitness for the position is considered rather than 
seniority or length of service. 


How the Staff Is Arranged 


The arrangement of the medical staff varies 
with the type of hospital, whether large or small, 
open or closed, but the basic principles to be kept 
in mind are uniform. The staff or medical board 
of Harper Hospital consists of a consulting staff, 
an adjunct staff, an active staff and a house staff. 

The consulting staff is selected from men of 
extraordinary ability who, although not otherwise 
connected with the hospital, show an interest in 
its work and add to its efficiency. They are men 
who have retired from the active staff and who, 
because of their ability, may be of outstanding 
service to the hospital. Individuals on reaching 


the age of sixty-three years are retired from the 
active staff, but they are not necessarily put on 
the consulting staff. 
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The adjunct staff is made up of prominent phy- 
sicians in the community, whose interests are not 
necessarily concentrated at this hospital, but to 
whom it is open for the care of private patients, 
The active staff consists of physicians and sur- 
geons, associate physicians and surgeons, assist- 
ant physicians and surgeons of the various depart- 
ments and the out-patient department. They have 
charge of all patients whose expenses in whole or 
in part are paid from public or endowment funds. 
These are grouped under five main departments— 
medicine, surgery, obstetrics and gynecology, eye, 
ear, nose and throat (the modern tendency seems 
to be to separate ophthalmology from ear, nose 
and throat), and radiology and pathology. These 
are again grouped in various divisions, which con- 
stitute the various branches of medicine and 
surgery. 
Selecting the Chairman 


The trustees of the hospital at their annual 
meeting appoint the staff for the ensuing year. 
They appoint also the heads of each of the five 
departments and two other members from the 
staff at large. These constitute the executive 
committee of the medical staff. The newly ap- 
pointed executive committee meets and elects a 
chairman who, in turn, becomes the chairman of 
the staff or chief of staff. 

In some institutions it seems best for the staff 
to elect its own chairman, rather than to have 
the chairman of the executive committee auto- 
matically fill the position. If the staff elects its 
own president and if he, in turn, becomes auto- 
matically a member of the executive committee, 
it gives the staff a deserved representation in 
hospital affairs, without in any way weakening 
the control of the trustees over the professional 
personnel. 

At Harper Hospital the executive committee of 
the medical staff has charge of the medical and 
surgical affairs of the hospital and may submit 
recommendations to the board of trustees as to 
the conduct of the medical department. The di- 
rector is a member of the committee. This com- 
mittee has power to appoint voluntary assistants 
to the out-patient department from month to 
month. This appointment is a try-out for the 
various individuals. These voluntary assistants 


have equal rights in the hospital with regular 


members of the staff, and it is from the voluntary 
assistant group that the staff is recruited. 
The various departments of the staff are again 
grouped in divisions with a head in each division. 
The house staff is appointed annually. It con- 
sists of juniors, seniors, assistant residents and 
residents. The intern staff is appointed from 











rn nn 





, No.5 


nt phy- 
are hot 
but to 
atients, 
nd sur- 
assist- 
depart- 
2y have 
hole or 
funds. 
1ents— 
ry, eye, 
seems 
r, nose 
These 
ch con- 
le and 


annual 
y year. 
he five 
m the 
cutive 
ly ap- 
lects a 
nan of 


e staff 
» have 

auto- 
cts its 
; auto- 
nittee, 
ion in 
c<ening 
sional 


tee of 
al and 
submit 
as to 
he di- 
; com- 
stants 
ith to 
yr the 
stants 
ocular 
intary 


again 
vision. 
t con- 
s and 

from 








May, 1930 


graduates of Class A schools, upon application 
submitted on a special form. This form includes 
information relative to the health and social 
status of the applicant as well as his scholastic 
standing, and remarks from the dean of his med- 
ical school. The applicant, if he cannot present 
himself in person, sends his photograph with his 
application. 

Junior interns serve one year, according to the 
requirements of the Michigan state law, which 
calls for a rotating service on medicine, surgery, 
pathology and obstetrics. This service is re- 
quired of one who seeks a license to practice med- 
icine in Michigan. Junior interns are under the 
ruling of the Michigan State Board as well as of 
the hospital authorities. Each intern is provided 
with a special booklet detailing his duties and 
service. 

Senior interns are appointed from the out- 
standing juniors or other men who have served 
one year in a hospital. They contract to remain 
one year. They are in charge of the various serv- 
ices, and of the juniors on their sections. The 
senior interns are given an honorarium. One of 
the seniors is on duty all night and has charge 
of the medical service during the night for three 
months or less, at the discretion of the director. 
He receives an increased honorarium. 

The residents are appointed from the out- 
standing seniors, or men who have served at least 
two years in an accredited hospital. The resi- 
dents have charge of the juniors and seniors on 
their respective services. There is one resident 
in each department and there are as many as- 
sistant residents as seem necessary. There are 
also two dental interns. Senior residents in all 
departments are appointed after at least three 
years’ hospital work, and after at least six months 
in pathology as assistant resident. Residents and 
assistants receive an honorarium. 


The Duties of the Resident 


Only those members of the intern staff who 
show special talents and who expect to devote 
the time and effort necessary to prepare them- 
selves thoroughly for a specialty, are taken on as 
residents. It is expected that during their serv- 
ice they will receive adequate training in the 
specialty they select. 

Each department has a resident and an assist- 
ant resident with as many seniors and juniors as 
are required to carry on the work of the depart- 
ment. Each minor surgical division, such as 
urology, proctology and orthopedics, respectively, 
are under the control of a senior intern. 

The resident is in charge of the department as 
a whole. There are five residents, one each for 
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surgery, for medicine, for gynecology and obstet- 
rics, for eye, ear, nose and throat, and for labo- 
ratory. In addition to his professional duties, the 
surgical resident makes out the operating room 
board and assigns hours to the various operating 
surgeons. 

To aid in the assignment of operating time in 
the operating room, a study is made of the num- 
ber of patients operated on by each surgeon for a 
year, showing the number of hours needed daily 
or weekly. Surgeons having the largest number 
of cases are given first choice of hours. This 
method of assigning operating time occasions 
little time loss between patients and less waiting 
on the surgeon’s part. The younger surgeons 
usually operate late in the morning, from 11 to 
12 o’clock. 


Serving of Trays Is Well Planned 


On the larger services, two rooms are assigned 
for each surgeon and his staff, which allows a 
greater number of patients to be operated on in 
a given time. Operating rooms are held ten min- 
utes after the hour assigned and then turned over 
to the next group. The patient to be operated on 
is called for by an orderly from the operating 
room, with a signed order with the patient’s name 
and number, the type of operation and other rele- 
vant information. This is presented to the su- 
pervising nurse on the hall, who puts the patient 
on the stretcher and sends the patient, together 
with his chart, to the operating room. In this 
manner, it is impossible for the wrong patient 
to be operated on. 

Patients’ routine diets are ordered by the nurse 
over the telephone from the diet kitchen in the 
respective units. Changes in diets may be made 
up half an hour before serving time. All routine 
diets, liquid, soft and full, and special diets are 
served from the unit kitchen, which is in charge 
of an assistant dietitian. She visits the patients 
in her unit and modifies the menus to their taste. 
This greatly reduces the special diets. All food 
is prepared in the main kitchen and no food, other 
than toast and an occasional poached egg, is pre- 
pared on the floors. Each floor has a specified 
time of serving. The trays are delivered to the 
patients on their arrival from the unit kitchen 
under the direction of the supervising nurse and 
her assistants. The trays, collected by the ward 
maid, are returned to the unit kitchen, garbaged 
and washed. No dishwashing is done on the 
floors. 

Special feeding problems and quantitative diets 
are served direct to the patient by the student 
nurse under the supervision of the chief dietitian. 
The nurses also collect the trays and make the 
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necessary calculations and adjustments. All 
student nurses go through the diet kitchen train- 
ing and make direct contacts with the patients 
receiving the diet. Special feedings are sent, 
labeled for the individual patient. Patients leav- 
ing the hospital are given full instructions as to 
restricted diets, if necessary. 

The functions of the nursing department rest 
upon the purpose of the hospital. Its first func- 
tion is the care of the sick. In many large hos- 
pitals with a large personnel, a supervisor is as- 
signed to the various special services, such as the 
operating room, the obstetrical, the surgical and 
the medical. This supervising nurse must neces- 
sarily be a person of wide experience in the nurs- 
ing field. She works in close relationship with 
the superintendent of nurses and her assistants. 

The head nurse must primarily be a good bed- 
side nurse. In order to give the care which is 
the patient’s just due, she must be able to direct 
the services of the personnel assigned to her to 
attain the best possible results. She should 
possess poise and be able to direct and to inspire 
her staff. Her influence should promote the at- 
mosphere of kindness, quiet and peace, and a 
feeling of confidence as soon as the patient comes 
under her care. 


How Various Departments Are Managed 


If results are to be satisfactorily obtained, the 
hospital must supply sufficient equipment, the 
care and economical use of which is the head 
nurse’s responsibility. In ordering supplies, she 
should use careful judgment in order to foster 
the spirit of economical usage. The head nurse 
must familiarize herself, early in her service, 
with the special technique used by the various 
attending physicians in order to be competent to 
supervise the carrying out of their orders and to 
make intelligent rounds with the visiting men. 
The supervisor and head nurse necessarily are 
required constantly to use the utmost tact, kind- 
ness and patience to cope with the various prob- 
lems that arise in connection with the affairs of 
the patients and their friends. 

Orderlies should be under the supervision of 
the nursing department and in charge of a head 
orderly. They should be assigned by him to the 
various halls and operating rooms. When it is 
possible to segregate patients on typical women’s 
surgical and medical floors and men’s surgical 
and medical floors, the number of orderlies may 
be greatly reduced. Orderlies should receive 
training under the medical and surgical staffs in 
the technique of their various duties and should 
be responsible to the supervisor on the hall. 

The pharmacy should be under the direction of 
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a registered pharmacist and as many assistauits 
as are required. It should be so placed that it 
may serve the pharmacy out-patient department, 
when one exists, as well as the hospital. This 
reduces help, nonproductive floor space and cost. 

Orders should go to the pharmacy daily for 
necessary drugs and medicines, and these should 
be filled and returned to the halls before noon. 
Special prescriptions should have preference, as 
in any kind of emergency. The drug lockers on 
the halls should be stocked quite bountifully so 
that it is rarely necessary for a patient to wait 
any length of time for an ordinary drug. The 
blanket charge system makes this possible and 
is an aid in the coordination of departments. 
High priced drugs should be charged for. These 
should be stocked on each hall in half-dozen lots 
and a charge slip made out when they are used 
for a patient. This slip should then be sent to 
the cashier’s office where the charge is trans- 
ferred to the patient’s bill. The amount used 
should be replaced on the next daily order. 

At Harper Hospital a page makes two-hourly 
rounds to pick up requisitions, notes and mail 
and also to deliver any orders or mail. This is 
a valuable aid in coordinating departments and 
makes it unnecessary for the personnel on the 
floor to leave it for minor matters. 

In the pharmacy, after the needs of the hos- 
pital are cared for, the out-patient department 
prescriptions are attended to from 10 a.m. to 1 
p.m. The afternoon is spent in replenishing the 
stock and in taking care of the extra orders. 
Under this system the pharmacy is open from 8 
a.m. until 5 p.m. and for half a day on Sunday, 
one pharmacist being on duty Sunday mornings 
and holidays. Rarely do we need to send out for 
special prescriptions. The night supervisor has a 
key to the pharmacy which enables her to get 
serums and emergency medicines at night if 
necessary. 


Courteous Telephone Service 


The telephone office is important. Since it is 
one of the departments that the public is in con- 
tact with frequently, its organization should re- 
ceive much care. It is one of the twenty-four- 
hour services and its slogan should be “A B C,” 
““Always be courteous.” 

The telephone office should be placed where the 
operators are least disturbed. We have a chief 
operator, who supervises the regular operators, 
takes all long distance calls and helps on the 
board when it is necessary. The operator pages 
the staff and interns, the latter by an intern call 
system. When an intern’s number appears on 
the call box, he calls the operator and she gives 
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him the message. The staff registers in and out 
at the switchboard, so that its calls may be in- 
telligently handled. Physicians not registering 
are not paged. 

The inside calls in the hospital are cared for 
by an intercommunicating automatic telephone 
system. This relieves the switchboard materially. 
All outgoing calis from the nurses’ home are on 
pay stations, there being a pay station on each 
hall in the home. 

Each patient’s room is equipped with a con- 
nection for a portable telephone and patients are 
charged with outgoing calls. No outgoing calls 
are allowed from the telephones in the nurses’ 
stations. The staff is charged for all outside 
calls. 


How Maternity Department Is Arranged 


The obstetrical department is so arranged that 
patients are admitted to labor rooms that are 
soundproof. Each patient has a room by herself 
during labor, regardless of whether she is booked 
for a ward or a room. This allows some member 
of the family to see the patient without inter- 
fering with the aseptic technique. The patient 
remains in the labor room until she is ready to 
go to the birthroom. After her delivery she is 
transferred to a floor for postpartum care, where 
she is not disturbed by new patients going 
through the early stages of labor. 

The babies are cared for in a separate nursery 
room that is fitted for the purpose. There is a 
washroom on either side of the nursery, one for 
the use of pupil nurses and one for graduates. As 
we have graduates on duty from other schools 
whose technique is different from ours, we think 
it best to have separate washrooms. Each baby 
has its own locker with its own basin and equip- 
ment. There is also a contagious and suspect 
nursery to which the babies are transferred if 
any type of infection occurs. A plate glass win- 
dow on the corridor side of each nursery allows 
the family and friends to see the baby without 
touching it and without taking up the nurses’ 
valuable time. 

We find four delivery rooms ample to take care 
of 100 beds in this department. There is a gen- 
eral obstetrical supervisor who has charge of the 
labor and delivery rooms and, subordinate to her, 
a supervisor on each division. Careful attention 
is given to an easy identification of the babies. 

Laboratory orders are sent to the laboratory 
on special cards, on which are noted the name 
and room of the patient, the attending physician 
and the nature of the examination desired. The 
laboratory is open from 8 a.m. to 5 p.m., and is 
manned by the regular laboratory staff. After 





THE MODERN HOSPITAL 67 





5 p.m. and until 10 p.m., and also on Sundays and 
holidays, the laboratory is under the care of a 
single worker who cares for emergencies. This 
person also keeps the hospital library open. 

The housekeeping department is under the di- 
rection of the hospital matron, who has as many 
assistants as she needs. The assistants are re- 
sponsible for cleaning the hospital, for looking 
after the household supplies and for handling the 
linen. The matron arranges her schedule to fit 
in with that of the nurse supervisors on the halls 
as to the time of dressing and of the serving of 
the meals. General duty for maids is from 7 to 
11 a.m. and 1 to 4 p.m., with an extra floater crew 
to make up rooms after hours and to do extra 
cleaning. The matron also has charge of the sew- 
ing room, where all uniforms are made. The 
linen is delivered to the linen room by the laundry 
and is delivered to the various halls on requisi- 
tion. The matron requisitions all repairs and sees 
to the upkeep of the furniture and the furnish- 
ings that require replacement. 


Keeping Track of Food Costs 


All goods received in the storeroom are checked 
by the receiving clerks and a duplicate record is 
made of the receipts. The usual bookkeeping 
system keeps account of the stock. A card for 
each commodity is provided. At the left of the 
card is the name of the firm purchased from, the 
quantity of supplies purchased, the date they 
were received and the price paid. At the right 
of the card are three spaces—one for disburse- 
ments, one for total disbursements for the day 
and one for the balance on hand. All disburse- 
ments are deducted and all purchases are added 
to the balance on hand, thereby giving us a per- 
petual inventory. When invoices are entered in 
this manner, the prices are always available and 
any change in price or any apparent mistake may 
be detected readily. ' 

Signed requisitions from the various depart- 
ments and hospital divisions are sent to the store, 
where they are filled and checked. The heads of 
departments send for their supplies, while the 
store clerks deliver supplies to the divisions every 
morning for which the supervisor in charge signs. 
The supervisors requisition once a week. In case 
of emergency, they must have the requisition 
signed by the director of the hospital or the prin- 
cipal of the training school. These requisitions 
are then sent to the store office, where all com- 
modities are posted, and the perpetual inventory 
carried out. The requisitions are priced and 
totaled. These prices are then recorded on a 
daily issue sheet which shows the amount dis- 
bursed to the various departments. The store 
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purchases are also distributed on this issue sheet 
and the sheet is then totaled. 

As we use a food cost system, the entries of the 
total food purchased and the total food issued are 
carried over on a distribution sheet. On this 
sheet, three distributions are made—the diet 
kitchen, the main kitchen and the bakery. Under 
each, all food is classified, and from this and the 
food receiving record we get our total purchases 
and issues for all food commodities for the day. 
A meal census from all kitchens is posted in a 
book each day and a total is made at the end of 
the month. In the meal census there are five 
groupings—nurses and staff, help, private pa- 
tients, ward patients and fluids. In another book 
is posted the price of each commodity, which is 
copied from the distribution sheet. At the end of 
the month, this is totaled and from these two rec- 
ords, we obtain the cost of each serving. This 
necessitates knowing every recipe and portion of 
food used in each serving, such as all salads, 
soups, omelets and desserts. 

After obtaining the average cost for one serv- 
ing, it is multiplied by the total number of serv- 
ings of all private patients, ward patients, fluids, 
help, nurses and staff. This is totaled and divided 
by the number of servings for each group which 
gives our average cost per month. To this is 
added the cost of service per meal, which is ob- 
tained by taking the total cost of the diet kitchen, 
the kitchen and the bakery pay rolls, the kitchen 
expense, one-third of the store expense and one- 
tenth of the administration expense and dividing 
it by the total number of meals. This is added 
to the average cost of meals, which gives us the 
total average cost of meals. 

A daily report of profit and loss is given to the 
director every day. 





6,665 Hospitals on Approved List, 
New A. M. A. Register Shows 


The March 29 issue of the Journal of the American 
Medical Association presents the ninth annual compilation 
of data concerning hospitals approved by the American 
Medical Association and the third publication of the list 
of approved hospitals which is known as the “Hospital 
Register.” 

The 1928 list of approved hospitals shows 6,665 regis- 
tered hospitals or 187 fewer than were registered in 1928. 
But the record shows an increase of 14,199 beds over 
1928. The decrease in the number of hospitals is said to 
be due to consolidation or, in some cases, to ethical 
reasons that prevented several hospitals from being in- 
cluded. 

These 6,665 approved hospitals cared for a daily average 
of 726,766 patients. Babies born in hospitals last year 
numbered 621,896. The rate of occupancy, or proportion 
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of beds constantly in use last year, was 65.5 per cent— 
the lowest since the annual census was begun nine years 
ago. 

The list shows also 629 hospitals, with a total capacity 
of 181,835 beds, approved for intern training. Training 
is thus provided for 5,310 interns. At the present time 
98,491 physicians are connected with hospitals, either as 
staff members or in other capacities. 


Private Hospitals Decreasing in Number 

According to the Journal, the present trend appears to 
be toward the withdrawal of private enterprise from the 
field, and toward the increase of county and city hospitals 
and those maintained under independent corporation con- 
trol. Also the capacity of state hospitals for the mentally 
ill has increased by 83,498 beds, although the number of 
such hospitals has decreased from 601 in 1923 to 578 in 
1929. The average number of patients and inmates in- 
creased 102,202. 

The number of maternity hospitals is decreasing, which 
means that general hospitals are more and more caring 
for obstetric patients. 

That fewer hospitals are also being incorporated for 
profit, conforms to the growing conviction that an insti- 
tution whose object is the care of the sick and injured 
should not be conducted for profit. 

“The present edition of the register is believed to be 
free from undeserving hospitals,” the Journal says. “Now 
it clearly shows that all hospitals are approved for the 
general care of patients if their names have been pub- 
lished in the register. The Hospital Register makes it 
possible for a hospital, regardless of its size, to be recog- 
nized as an approved institution if it has the essential 
qualifications.” 


How to Get on Approved List 


These qualifications are: 

A staff made up of one or more properly qualified phy- 
sicians who shall be graduates of reputable medical 
schools; and all physicians treating patients in the hospi- 
tal must be so qualified. 

An able management which, depending on the size of 
the hospital, may be in the hands of a competent physi- 
cian, an able superintendent or a board of trustees. 

A competent physician-pathologist, either on the staff 
or easily accessible, who should examine and keep a care- 
ful record of tissues removed at all operations conducted 
in the hospital. 

Careful histories and records of all patients admitted 
to the hospital with which should be filed reports of any 
laboratory analyses, roentgen ray findings or pathologic 
reports of any tissues examined. 

One or more competent nurses, depending on the aver- 
age number of its patients. 

Regular staff conferences, at least monthly and prefer- 
ably weekly, in all hospitals having staffs of three or 
more physicians. At these staff conferences complicated 
cases in the hospital should be considered, as well as all 
deaths occurring in the hospital during the period inter- 
vening between meetings. If necropsies have been held 
on any of these patients, these especially should be given 
discussion in which antemorten and postmortem signs, 
symptoms and observations should be compared. 

Hospitals are institutions which should not be con- 
ducted for profit but for the purpose of securing better 
medical service for the community and they should always 
be conducted in accordance with the code of ethics of the 
American Medical Association. 
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A Suggested Scheme for Buying 
Supplies 


By JAY R. RHOADS 
Philadelphia 


purchasing is not so insistent as was the 

necessity for the united action of which 
Franklin spoke when he said, “Let us all hang 
together or assuredly we shall all hang sep- 
arately,” nevertheless the principle of combined 
strength was one of the first lessons learned by 
our ancestors. 

It is not the purpose of this discussion to at- 
tempt to bludgeon the theory of cooperative pur- 
chasing, but rather to point out a few fundamental 
industrial and commercial facts that must be rec- 
ognized before the bud of truth which is present 
in all cooperative purchase schemes can attain the 
full bloom of perfection that is promised in theory. 
When we examine critically the efforts that have 
been made toward cooperative purchasing we 
arouse defenders at once. But since critical ex- 
amination is one of the best means of arriving 
at truth, we shall have to risk it. What, then, 
are some of the characteristics of the schemes that 
have been tried? 


‘ LTHOUGH the urge toward cooperation in 


Two Classes of Organizations 


An impartial and perhaps somewhat unchari- 
table observer might be led to say that the mem- 
bers of some cooperative purchasing agencies 
“cooperate” mainly in paying the expenses of the 
central buying office. Of others it has been found 
true beyond doubt that, although the members 
pay dues and feel that they have a stake in the 
game, the moving spirit behind the enterprise is 
none other than a dealer or broker indulging in 
masquerade. This dealer or broker, in addition 
to having his expenses paid, is reaping a profit or 
commission, which is concealed, perhaps, for the 
good of the cause. These we shall mention, how- 
ever, only in passing to a consideration of those 
agencies that are operating honestly and perhaps 
achieving results in proportion to their degree of 
knowledge, ability and efficiency. 

Such purchasing organizations fall into two 
classes, the first of which is typified by the agen- 
cies of the federal government and perhaps of 
several of the largest states. Their individual 
purchases are ordinarily enormously large since 





they represent the combined requirements of a 
great number of institutions for a period of per- 
haps six months, and the quotations they obtain 
are correspondingly low. It is to be noted, how- 
ever, that such purchasing agencies are merely 
one phase of a rigid system of financial and man- 
agement control imposed from above, and that 
that control implies a strict standardization not 
only of materials and supplies but of almost every 
activity within the institutions. Such a method 
of purchasing is, therefore, hardly adaptable to 
a group of independent hospitals with varying 
requirements and individual preferences and tra- 
ditions. Nevertheless, since government purchas- 
ing is frequently held up as the ne plus ultra to 
be aimed at by every cooperative purchase plan 
it may be well to examine it more carefully. Is 
government purchasing the perfect flower it is 
commonly supposed to be? 

Any person who investigates government pur- 
chasing without previous acquaintance will be 
somewhat astonished by the names of the suc- 
cessful bidders on a large proportion of the con- 
tracts. Under the theory that open competition 
parallels nature’s law of the survival of the fittest, 
one would expect to find in the lists of contractors 
only those firms or manufacturers who are defi- 
nitely the leaders in their respective fields, whose 
ability as manufacturers has carried them to the 
top. A list of successful bidders ought in all rea- 
son to resemble an industrial ““Who’s Who.” That 
there is a sprinkling of such names is not denied, 
but the discouraging fact is that a great many of 
the names appearing repeatedly as _ successful 
bidders are practically unknown, and a casual 
reference to Dun or Bradstreet will cause one to 
wonder where and how they find the capital to 
finance their contracts. 


The Reason for Such a Condition 


Why should such a condition exist? First, be- 


cause many of the most successful and most 
reputable manufacturers find it easier and sim- 
pler to sell their products in the open market than 
to thread the maze of red tape that usually sur- 
rounds such contracts. 


Second, because they find 
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themselves too often outbid by more or less irre- 
sponsible speculators, selling what they do not 
own and merely hoping by dint of intensive shop- 
ping or a reversal of market conditions to be able 
to complete their contracts. Third, because the 
rigidly established standards and specifications 
too often lag behind the best industrial practice. 
A product that is 50 per cent better than specified 
will not be favored by so much as a fraction of 
a cent. 


A Glance at Central Bureaus 


Whatever the reason may be for the lack of 
participation by outstanding manufacturers, a 
system of purchasing is not entirely without 
blemish if it favors mere opportunities at the 
expense of reputable concerns. From one point 
of view it may be thought desirable, for public 
or political reasons, to establish an expensive sys- 
tem of specifications, checks and inspections that 
can be held as an umbrella over the head of the 
purchasing agent to protect him against criticism, 
and against the responsibility of really purchas- 
ing. But let it not be thought that such a system 
always, or even often, results in the expenditure 
of money to the best possible advantage. 

Let us now take a brief glance at central pur- 
chasing bureaus established to serve institutions 
that otherwise are entirely independent in opera- 
‘tion and control. The first fact that faces such 
agencies is that their members will not permit 
themselves to be standardized. It is not, in fact, 
desirable that they should. It is quite logical and 
legitimate that hospitals operating under different 
conditions should have different requirements. 
But the whole picture is changed, for the bureau 
cannot make a group purchase large enough to 
attract low bids from leading manufacturers or 
distributors. 

What is the result? The result is that the buy- 
ing office degenerates into a mere clearing house 
for individual inquiries, individual orders and 
price information. It accomplishes nothing be- 
yond the mere clerical work of issuing proposals, 
tabulating bids and awarding orders. I have 
heard it argued that that is enough; that to buy 
goods at the lowest possible dollar it is only neces- 
sary to broadcast the news that you intend to 
buy. But it is not enough and, in any event, the 
clerical work could without doubt be done more 
cheaply by the individual hospitals. 

The cost of handling and shipping an order for 
a single institution is certainly not reduced by 
having that order issued by a central bureau. 
“Ah, but that selling cost,” someone says. “A 
man need only sit behind his desk and fill out 
quotation forms.” The cost of selling, sad to re- 
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late, also remains about the same. The most ob- 
durate purchasing agent is amenable in some 
degree to “selling pressure,” and the orders com- 
monly go to those who exert it in the most accept- 
able form. Any saving, therefore, that such an 
agency is able to make by means of highly com- 
petitive quotations is either deducted from the 
dealer’s net profit, or it represents a portion of 
his costs he has arbitrarily thrown overboard. 

As to the profit, the belief is prevalent that 
business exacts an unreasonable toll. If the mod- 
ern robber barons of industry would only dis- 
gorge we could all be happy. Those who hold this 
opinion see only the large final figures and do not 
realize the extent to which modern business de- 
pends upon a small profit on each transaction, 
many times repeated. The largest meat packer 
collects a profit of only one-fourth cent a pound 
for all the important services of his great organi- 
zation. Most businesses are constantly skating on 
thin ice, and in staple articles especially the net 
profit of the manufacturer or dealer is a negligible 
portion of the price. Cooperative purchasing, if 
its success must depend upon cutting into profits, 
can never pay its own expenses. 

Since net profits are ordinarily small any ap- 
preciable price advantage the buying office can 
obtain on an individual order of average size must 
represent a sacrifice of cost on the part of the 
seller. His true cost is of course the cost of the 
physical article itself, plus the expense of his or- 
ganization in performing the service. This latter 
he will frequently sacrifice, although he would 
have difficulty in explaining his reasons. But if 
he makes a policy of sacrificing cost when com- 
petition is keen, he must, if he is to maintain his 
small net profit, make up those losses in some 
other quarter. 


Seeking a Way to Lower Prices 


The net result of the successful operation of 
our hypothetical central buying office is to raise 
the prices other purchasers must pay. That might 
not, under certain conditions, occasion much 
grief. If it were possible to benefit the hospitals 
at the expense of some persons or things we 
heartily dislike there would be cause for congrat- 
ulations. But the hospitals constitute a closely 
knit, compact group that requires a great degree 
of specialization in both product and services. 
Most of the money it spends for supplies goes to 
firms who are busily engaged in soliciting the en- 
tire hospital field. Therefore, the savings, if any, 
of a cooperative group such as we have been con- 
sidering are more than likely to be assessed upon 
nonmember hospitals and, no matter what the 
immediate benefit to a small group, the broad 
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problem of holding to a minimum the expendi- 
tures of the hospital field as a whole is not solved 
in any sense. 

What is the solution? Unfortunately, as in 
most complex problems, there is no ready-made 
answer, no cure-all. But that need not prevent 
our making an attempt to solve the problem with 
the hope that by reducing the question to its low- 
est terms some glimmer of light may shine forth. 

It is one of the anomalies of American indus- 
try that while tremendous advances have been 
made in the technique of manufacture so that 
goods are being produced more and more cheaply, 
the advantage of low cost mass production is be- 
ing dissipated to a large degree by the steadily 
mounting cost of distributing those same goods 
to the ultimate consumer. When you purchase 
an article at retail it is probable that you are 
paying more to have that article placed in your 
hands than to have it made, this in spite of the 
fact that no one through whose hands it has 
passed has made more than a nominal net profit. 
The cost of distributing in wholesale quantities is 
much less of course, but the disturbing fact is 
that it has doubled (in percentage) in the last 
twenty-five years. Obviously there is a great 
economic waste in such a condition, but the ques- 
tion is where and how to eliminate it. If that 
question can be answered by any kind of co- 
operative action the road to lower prices is 
opened. 


The Cost of Competition 


Paradoxically, much of the wasteful cost of 
distribution is directly due to intense competition, 
which is generally supposed to reduce prices. The 
successful retailer must display along with his 
goods a liberal expanse of fine woods, metals, 
glass and stone upon which a great deal of really 
artistic effort has been lavished. Along with his 
goods he sells “atmosphere” and his customers 
must pay for it. The manufacturing or whole- 
sale distributor must, as competition becomes 
more rigorous, spend a greater amount of time 
and money in outwitting his competitors and in 
bridging the gan between buyer and seller. His 
ambassadors, the salesmen, must call on each cus- 
tomer more frequently. Because they call more 
frequently, their average order is smaller and 
therefore more expensive to handle, and their 
expense for traveling is greater. 

The distributor must intensify his effort to 
spread his message, whether it be by train or 
motor car, by mail or telephone, on foot or on 
horseback or by the printed word. He must meet 
or beat his competitor in discounts, in a wide 
range of stock for selection, in quick and con- 
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venient delivery and in “service.” His business, 
as it becomes more difficult, becomes also more 
expensive, and it follows that either he adds all 
these costs to his prices or he makes a quick exit 
by way of the bankruptcy court. If you were 
to place end to end all the lost time and motion, 
the useless bickerings, the attacks and defenses 
of the war of competition, they would reach from 
here to infinity. This war costs in any one year 
more than any military war ever fought. Any 
distributor would be glad to simplify his business 
and eliminate many of these costs for his cus- 
tomers’ benefit, but he cannot. Both he and his 
customers are caught in a vicious circle of waste. 


A Suggested Solution 


Now if it is the object of our cooperative group 
to reduce the prices they must pay, why should it 
not apply the effort to reducing the costs and ex- 
penses of the manufacturer or dealer? We have 
seen that this is not accomplished by cooperation 
among a group of buyers merely. But it can 
without doubt be done by means of proper co- 
operation between that group of buyers and a 
manufacturer. Is this statement startling? Pos- 
sibly, but it should not be so. There is nothing 
more logical than that buyer and seller should 
sit down together and solve their problems to 
mutual advantage rather than face each other 
across a chasm of suspicion, distrust and doubt. 

The world of commerce is, I believe, more 
nearly prepared for this step than are its cus- 
tomers. Most forward looking men of business 
know that a sale that is not in some measure 
mutually advantageous is not a good sale from a 
long range view, and the time may not be far 
distant when any other attitude will be completely 
outmoded. The man who selects an attorney or 
physician does so with an approximate knowl- 
edge of his ability and of the value he himself 
places upon it. Thereafter he asks only that the 
attorney or doctor place all of that ability at his 
service. In these professions open competition 
for clients or patients is not expected or sanc- 
tioned. If there is mention of professional ethics, 
I reply that the world of commerce is rapidly 
grouping itself by industries and formulating 
codes of ethics for its own self-government. In 
the near future we may reasonably expect that 
commerce will not be so much less ethical than 
the learned professions, nor for that matter much 
less Jearned. All of the modern trend is in that 
direction. 

It remains then to say by what means all this 
is to be accomplished, to indicate some of the steps 
along the way. 

1. Since the conditions surrounding the man- 
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ufacture, sale and use of different commodities 
are totally different, it will be useless to search 
for a fixed plan of organization or operation that 
will fit all cases. Our plan is likely to be far less 
formal in organization and far more effective in 
practice than any cooperative purchase scheme 
that has ever been tried. 

2. It follows that the work will be subdivided 
by classes of commodities the hospitals will pur- 
chase under entirely different plans, each one fit- 
ted to the peculiar conditions surrounding that 
commodity. Soap, sutures and sheets could 
neither be bought well nor sold well by one man 
or one organization, nor under identical coopera- 
tive plans. 






Shall Industry Take the Lead? 


3. If the hospital field should have the good 
fortune to see such a plan tried, the leadership 
and initiative could reasonably be expected to 
come from industry. This is the way of progress. 
The great advances in the sciences of medicine 
and hospitalization did not come as a result of 
an organized demand from laymen; they were 
initiated and carried through by hard working 
men and women within the professions them- 
selves who had a realization of their existing 
shortcomings and a vision of their future possi- 
bilities. So it is with business: real progress is 
made from within. 

Within each narrow group of commodities, 
then, the hospital field faces a need for some quali- 
fied manufacturer or dealer (preferably the for- 
mer) to come forward and state his case. The 
proper man, or organization, will already have a 
close knowledge of the many wastes now present 
in the distribution of his own product. He will 
have given many hours of study to the problem 
of minimizing these, and he will have a definite 
idea of how best to direct an attack against their 
weak points. He will be able to state, from his 
own direct knowledge, under what exact condi- 
tions he can manufacture and distribute his 
product to a large group of hospitals with the 
utmost economy, and of course in a way accept- 
able to them. His close acquaintance with that 
particular commodity will provide invaluable 
guidance. He may even perform the detailed 
work of organizing the group with a minimum 
of expense by utilizing his own organization. In 
short, it will be his function to devise the whole 
plan and method of operation for his particular 
commodity. 

He will frankly expect a profit for his services. 
Because he is bearing the risk, expense and bur- 
den of a revolutionary experiment, it is even pos- 
sible that he will hope for a somewhat larger 
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profit than usual. That would not be scandalous, 
for the fact is that he will be more than pleased 
to accept as his profit a ridiculously small per- 
centage of the amount the hospitals will save 
through the operation of his plan. 

The primary requisite is that he must be 
properly qualified. He must have a vast back- 
ground of experience, not only in the manufac- 
ture and sale of his commodity, but also in the 
requirements and practices of hospitals in relation 
to it. His product, even though it be one article 
only, must be manufactured in sufficient variety 
of grades and types to meet the varying needs 
and preferences of a large number of individual 
hospitals so that a strict and odious standardiza- 
tion will not be necessary. He must, and this is 
by no means secondary in importance, be ultra- 
modern in his views of business ethics and of 
the true relationship between buyer and seller. 

This suggested plan is, without doubt, vision- 
ary and idealistic, but so are most efforts toward 
improvement until we realize suddenly that while 
we have been calling them visionary they have 
become accomplished facts. The plan will be 
tried sooner or later, since reason points in that 
direction. Whoever tries it, provided he is prop- 
erly qualified, will deserve confidence and sup- 
port, and the hospitals as a group will owe it to 
themselves to offer wholehearted support. 





The Difference Between Private 
and Proprietary Hospitals 


That the term, “private hospital,” frequently used to 
designate proprietary hospitals, is decidedly ambiguous, 
is pointed out in the Cleveland Hospital and Health 
Survey. 

The distinction between private and proprietary hos- 
pitals is explained as follows: “Proprietary hospitals are 
those conducted as corporations for the profit of their 
owners. The word ‘private’ is sometimes employed to 
indicate a hospital supported by private funds as dis- 
tinguished from a state or a municipal hospital. In an- 
other sense, a private hospital is taken to mean one that 
receives only private patients of certain physicians and 
no ward or ‘staff’? patients. In a third sense, the word 
‘private’ is applied to a hospital which is conducted as a 
private business for profit. To use the same word ‘pri- 
vate’ for a hospital that is performing a great amount 
of public service rendered alike to those who’ pay and 
those who do not pay, as for an institution that is run 
as a business enterprise, involves dangerous confusion. 

“The term ‘proprietary’ makes the proper distinction. 
This term, however, is not necessarily one of reproach. 
It is perfectly legitimate and proper for an individual or 
a corporation to maintain a hospital for profit, as a busi- 
ness enterprise. Such an institution corresponds to a 


‘private school’ or ‘academy’ and may be as well con- 
ducted and as useful to a limited circle of patients as 
are many well known private schools to their clientele.” 
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By J. G. WILLIAM GREEFTF, M.D., COMMISSIONER OF HOSPITALS, LEROY P. WARD, ARCHITECT, 
AND S. S. GOLDWATER, M.D., CONSULTANT, NEW YorK CITY 


Hospital which is being erected at Clarkson 

Street and New York Avenue, Brooklyn, 
N. Y., marks the crowning achievement in the 
growth of a metropolitan institution which is al- 
most a century old. The origins of Kings County 
Hospital were lowly, and the first town poorhouse 
which was established at Jay and Bridge Streets 
in 1808 gave little hint of the huge hospital that 
subsequently developed from it. 

In 1824 the poorhouse was moved to Fort Green 
and at this time mentally afflicted patients as 
well as the ordinary sick were admitted and cared 
for. In 1830 the grounds of the present site of 
Kings County Hospital were purchased, and in 
1831 the corner stone of the first hospital building 
was laid. Important new construction took place 
in 1887, in 1850, in 1852 and again in 1869. In 
1891 patients suffering from contagious diseases 
were removed from the main hospital buildings 
and given separate quarters. In 1896, the care 
of the insane, up to that time a charge of Kings 
County Hospital, was taken over by New York 
State. A training school for nurses was inaugu- 
rated in 1897. It was not until 1920 that alms- 
house patients who were able to work were placed 
elsewhere. 

The present rebuilding of the Kings County 
Hospital is an event of*no inconsiderable impor- 
tance in the history of New York City’s munici- 
pal enterprise. The only municipal hospital that 


[ie new main building of the Kings County 


can be compared in importance with Kings 
County is Bellevue. Although boldly conceived as 
a whole, the Bellevue project has been carried 
forward piecemeal under the limitations of par- 
tial appropriations made from time to time, and 
is still far from completion. Brooklyn is to be 
more fortunate in its great municipal hospital 
enterprise, in that the latter, or at least the cen- 
tral sections of the hospital, have been contracted 
for as a single building operation. 

The placing of the new central building on the 
ample hospital grounds has been carefully con- 
sidered, so that full advantage might be taken of 
the natural landscape possibilities. The building, 
its main facade on Clarkson Street, will be lo- 
cated about 120 feet from the thoroughfare, thus 
ensuring relative freedom from street noises as 
well as providing an opportunity for a spacious 
landscape treatment. A stone paved terrace, 40 
feet wide, will extend the full length of the facade. 
The present grounds are richly endowed with tall 
and shapely shade trees and as many of these will 
be conserved as is possible. New trees and shrubs 
will be planted, and this planting combined with 
the lawns and winding paths will give a parklike 
quality to the grounds. 

The building itself presents an original archi- 
tectural composition both in mass and detail. Its 
plan has been studied so that the free exposure 
of the wards to sun and air may be ensured, and 
short lines of corridor in the communication guar- 
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anteed. The style of architecture employed is 
“modern” in that the consideration of function 
has been uppermost in the design of the building. 
And while the term “modern architecture” is a 
confusing one, it may safely be said that the sim- 
ple wall surfaces and the fenestration used 
throughout admit of greater elasticity in meeting 
the exigencies of modern hospital planning than 
do the less flexible styles, whether these be 
Roman, French Renaissance or colonial, all of 
which are more or less bound by the use of spe- 
cial motifs for their proper expression. The 
style of the architecture of Kings County Hos- 
pital is the natural outgrowth of an attempt to 
meet the conditions of hospital planning frankly 
and simply. 

The walls will be of variegated rose colored 
brick of rough texture. The stone trim, used 
sparingly, will be warm gray limestone. The base 
of the building will be of pink granite. The 
tower roofs will be covered with rough-texture 
tile, varying in color from buff to reddish brown. 
The porches have been given a distinctive treat- 
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Ground floor plan of the main hospital building. 


ment and will be constructed of metal of decora- 
tive design. 

This new main building has a frontage of ap- 
proximately 415 feet and a depth of approxi- 
mately 320 feet. The plan shows a high central 
unit flanked by high wings. The central portion 
and two wings are connected across the front and 
elsewhere by low units. Each of the wings is 
approximately 110 feet high and the central unit 
of the building is approximately 150 feet high. 
Above the flat roofs rise towers with sloping 
roofs, the central tower dominating the composi- 
tion as a whole and containing water tanks, ele- 
vator machinery and ventilating blowers. 

The building is of standard steel frame con- 
struction with solid brick curtain walls and tile 
furring, thoroughly waterproofed. The floor con- 
struction is generally of cinder concrete arch con- 
struction, the finished floors of terrazzo, tile, 
linoleum and rubber tile, the choice of materials 
depending on local need and function. The walls 
and ceiling will be plastered throughout. Ceilings 
will be suspended, ensuring the concealment of 
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piping which has, however, been made generally 
accessible. Tile wainscot will be installed in 
service rooms, toilet rooms and operating rooms. 
In the treatment of entrance halls and waiting 
rooms an effort has been made to achieve a com- 
bination of taste and practicality in a manner 
suggesting hospitality. The mechanical equip- 
ment of the building will consist of a steam heat- 
ing system, high pressure steam system for ster- 
ilizers and other equipment, electric systems for 
power and light, call systems, electrocardiograph 
and portable x-ray outfits. 

The patients will occupy the three major build- 
ings of modified I shape, which will be assigned, 
respectively, to men, women and children. Their 
long axis extends from north to south, and the 
distance between the buildings is so great that 
direct sunlight will enter every ward. 


Outdoor Treatment Stressed 


Facilities for outdoor treatment have been em- 
phasized to an unusual degree. It is not an un- 
common thing to find in connection with a hos- 
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pital ward a single veranda or loggia. At Kings 
County, each ward has two separate outdoor 
spaces—one directly connecting with the main 
ward, the other adjoining a spacious enclosed sun 
room. Thus the classification of patients into 
those who are acutely ill and require the con- 
stant supervision of nurses, and those who are 
convalescent and do not need the same degree of 
intensive care, which is frequently made in the 
planning of hospital wards, is extended in the 
Kings County plans to the outdoor sections of the 
hospital as well. This separation of the acutely 
sick from the convalescent constitutes, it is be- 
lieved, an important contribution to effective 
therapeutics as well as to the comfort of the sick. 

The arrangement of the hospital wards in ad- 


joining pairs is another distinctive feature of the 


Kings County plans. The object is to provide an 
intermediate section between each pair of wards, 
which may be assigned at need to one ward or 
to the other, depending upon the pressure to 
which the individual ward is subjected. In mu- 
nicipal hospitals, more than in hospitals of any 
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First floor plan of the main hospital building 
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other description, the demand for hospital beds 
in the various wards and departments fluctuates 
widely, for municipal hospitals are obliged to pro- 
vide accommodations for all who apply. It is the 
privilege of the private hospital to reject or to re- 
fer to a city institution a patient for whom ac- 
commodations cannot conveniently be provided. 
The municipal hospital cannot do this and where 
municipal hospitals have been built according to 
an inflexible plan the result has been either a loss 
of proper clinical classification and of the orderly 
handling of patients, or the overcrowding of cer- 
tain wards while others were in part unoccupied. 
At Kings County, fluctuations in the demand for 
beds in any ward can be cared for in an orderly 
way. It is believed that these arrangements will 
result in superior care for future Kings County 
patients. 

Connected with each typical ward unit are a 
number of small wards and separation rooms to 
which patients whose needs require it can be re- 
moved. All of the larger wards are exposed to 
light and air on three sides. Direct connection 
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with the outer air is provided in at least two see. 
tions of every ward corridor. In no case is any 
important service room removed so far from the 
patients to be served as to put any excessive bur- 
den upon the nurses. For special examinations 
and for treatments that cannot with propriety or 
with maximum comfort be carried out in the 
wards themselves, treatment rooms have been 
provided. Every ward unit has at least one room 
of this character. Convalescent patients who are 
out of bed will not be obliged to eat their meals in 
the sick room but will be served in the small 
convalescent dining rooms attached to the wards. 

In addition to all the comforts which, without 
extravagance, are provided in connection with the 
ward services, the patients will have the full use 
of wide roof spaces where there will be glass en- 
closed sun parlors, covered shelters open at the 
sides and wide uncovered deck spaces suitable for 
use in fine weather. Special arrangements for 
heliotherapy are made on the roof of the chil- 
dren’s section. 

An important feature of the new hospital build- 




































































Second floor plan of the main hospital building. 
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ing is the receiving ward. In the center is a 
pleasant reception room flanked by examining 
rooms for men and women, respectively. Ad- 
joining are the ambulance entrances connecting 
directly with the examining rooms just men- 
tioned, and also with emergency operating rooms. 
Separate receiving wards are provided for men, 
women and children. Every precaution has been 
taken for the individual care of incoming pa- 
tients. For cases of doubtful diagnosis there are 
isolation rooms. The receiving wards are sub- 
divided into small units, each bed being protected 
either by an arrangement of cubicle partitions or 
by hung curtains. 

On the ground floor of one of the major wings, 
directly opposite the receiving wards, provision 
has been made for a classified out-patient service. 
In the arrangement of the out-patient department, 
or dispensary, the needs of each clinical depart- 
ment have been separately considered in consulta- 
tion with the hospital staff. Space assignments 
have been made with due regard to the relative 
attendance in the various departments, allowance 
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being made for the rapid expansion of this service 
which is almost certain to take place upon the 
completion of the new building, with its humane 
plan and attractive facilities. The waiting rooms 
in the dispensary department are not the dismal 
corridors that one finds in many dispensaries, but 
are small pleasant spaces open to light and air. 

In the children’s department of the dispensary 
individual cubicles are provided for children and 
for their mothers or others who may accompany 
them. Connected with the surgical clinic is a 
series of individual examining and treatment 
rooms. For the medical department, quiet exam- 
ining rooms have been arranged, where thorough 
physical examinations can be made. For the 
gynecological and maternity departments there 
are specially arranged dressing rooms. The eye, 
ear, nose and throat department and the dental 
department will be as well equipped as any de- 
partments of this kind in the city. 

At the front of the building are three main en- 
trances. The central entrance leads to the admin- 
istrative department. To the left of this is the 
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out-patient entrance, to the right the general hos- 
pital entrance. The reception rooms for visitors 
and for ambulatory hospital patients are ample in 
size and will be attractively decorated. Ample 
provision has been made for a sufficient number 
of information clerks to afford prompt and cour- 
teous treatment to patients and their friends. A 
visitors’ corridor leads directly from the entrance 
hall to the main cross corridor, which in turn af- 
fords direct access to the three central elevator 
stacks by means of which the wards are reached. 
Nowhere, so far as is known, in any hospital of 
equal size are the lines of communication so 
simply arranged as at the Kings County Hospital. 


Ample Provision for Sun Treatment 


The children’s wards are highly subdivided and 
include ample sun rooms, the special department 
of heliotherapy already mentioned, and loggias 
and deck spaces in abundance. The first of the 
children’s wards is a specially planned detention 
or receiving ward. On each of the children’s 
floors there is a section especially equipped for 
the care of infants. A milk formula room serves 
this department. Connected with each pair of 
wards is a clinical laboratory. Waiting alcoves 
for visitors are provided at the entrances to all 
the wards. 

The maternity section, one of the special fea- 
tures of the new hospital, will occupy the upper- 
most floors of the women’s building, remote from 
any other department of the hospital and afford- 
ing the utmost quiet and privacy. The labor and 
delivery rooms have been soundproofed and will 
be finished in a sanitary manner. 


Therapeutic Center Featured 


An outstanding feature of the entire scheme is 
the second floor of the central structure, which 
might be described as the therapeutic center of 
the entire plant. Here, at the north end, are the 
major operating rooms of the hospital, eight in 
number. South of the central connecting corri- 
dor, which joins the three major wings of the 
hospital on the ground, first, second and third 
floors, are the x-ray department, dental depart- 
ment, department of electrocardiography and the 
metabolism rooms. In addition, there are special 
treatment rooms adjoining but just outside of the 
major operating room section, for minor oper- 
ative cases and for the surgical treatment of am- 
bulatory patients. The exclusion of this latter 
type of patient from the operating corridor 
proper will assist in maintaining perfect asepsis 
for major surgical work. 

On the third floor of the central section, space 
has been reserved at the north end for a fully 
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equipped department of physiotherapy and for 
occupational therapy. At the south end a series 
of rooms has been set aside for a group of the 
resident staff who will be available at all times, 
day and night, for emergency duty. This latier 
provision is considered of particular importance 
because of the comparatively remote location of 
the principal staff house. 

Other features of the hospital that might be 
described at length, if space permitted, are 
kitchens, dining rooms, offices and storerooms. 
The kitchen is centrally placed and is but a short 
distance from the service elevators. The dining 
rooms for the help are above the main kitchen. 

The central clinical record room is of sufficient 
size to accommodate the accumulating clinical 
histories of the hospital for many years to come. 
The importance of a room of this sort in a con- 
venient location, avoiding the storage of records 
in remote cellar spaces, will be appreciated by 
hospital administrators who, in other institutions, 
have long felt the need of adequate accommoda- 
tions for this department. 

Patients’ clothing will be hung in individual 
bags in large and well ventilated basement rooms. 
Facilities have been provided for the sterilization 
of mattresses and clothing. 


Capacity and Cost 


The new building, which will have a normal 
capacity of 1,500 beds, and which will readily 
accommodate, without crowding, from 200 to 300 
patients more, is to take the place of ancient 
structures that are not fire-resistive. Remain- 
ing on the hospital grounds, however, are two 
older patients’ buildings of a fairly substantial 
character, and it is the present intention of the 
department of hospitals to assign these buildings 
to chronic cases—one for men and one for women. 
All of the acute clinical services will be cared 
for in the new main structure or structures, 
where every needed scientific aid will be close at 
hand. 

The contract price for the erection of the struc- 
ture, including necessary preparatory work but 
not including the mechanical equipment (for 
which bids are not yet in) is $3,869,000. 

Closely related to the immediate building pro- 
gram which provides for the construction of the 
central structure that has been described, are 
plans for the reconstruction of the power plant, 
a large extension to the nurses’ home, additional 
quarters for the resident staff, laboratory ex- 
pansion and other alterations and extensions, all 
of which will be carried forward by the Depart- 
ment of Hospitals as rapidly as circumstances 
permit. 
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A Snapshot of Nurses’ ‘Training 
Schools at Work’ 


By E. EVERETT CORTRIGHT 


Junior College of Connecticut, Bridgeport 


the United States, one-fourth are in the 

ten northeastern states comprising New 
England and the middle states. By official pub- 
lished records 52 per cent of these schools require 
one year of high school only for entrance; 30 per 
cent require two years; 2 per cent require three 
years, and 16 per cent have a four-year require- 
ment. 

Information on the topics discussed below was 
asked of 88 training schools distributed through- 
out the ten states requiring one year of high 
school, and of 76 training schools distributed 
over the ten states where two years of high 
school was the state requirement. From the sixty 
replies received, the study embraces 5,350 
students in training and since the method of col- 
lecting the information was one of proportionate 
but random sampling of the total number of such 
training schools in each of the ten states, the find- 
ings can probably be accepted as being thoroughly 
representative of the practice. Each of the ten 
states is represented in the findings. 


How Many Are High School Graduates? 


The study also includes certain factors regard- 
ing 2,525 graduates of the hospitals in question, 
or a total of 7,875 actual or prospective nurses. 
It may be interesting to know at this point that 
the average size class admitted to all these hospi- 
tals in 1929 is 33.6 students, and that the average 
size of the classes graduated in the same year is 
16.4 students, making the apparent inference that 
only 50 per cent of the students accepted are 
graduated. 

One of the three great questions involved in the 
training of nurses or of any other group of pro- 
fessional workers is the question of their prelim- 
inary education. My study made provision for 
distribution of the 1929 entering classes on the 
basis of the preliminary education that they 
possessed as being eighth grade, one year, two 
year, three year or four year high school, one 
year college or normal or two year college or 


O* THE 2,180 hospital nursing schools in 


*Excerpts from an address given before a meeting of the Connecticut 
State Nurses’ Association. 


normal. The findings of the study disclosed that 
hospital training schools are admitting students 
whose preliminary education falls in each of the 
seven indicated groups. 

The responses summarized indicate that 29 out 
of each 100 students accepted in these training 
schools during the past year had less preliminary 
education than that represented by four years 
of high school and that, therefore, they were in- 
eligible to enter any normal school in these ten 
states. In Connecticut 36 per cent of the student 
nurses accepted in the training schools in the 
same year could not have secured entrance to 
any one of the state normal schools, having had 
less than four years of high school work. Ap- 
parently there is a small group, representing 3 
per cent of the total admissions, whose prelimi- 
nary education involved either one or two years 
of college or normal school, but the bright part 
of the picture is presented when the facts disclose 
that 68 per cent of the total number of students 
accepted in these schools presented four years of 
high school preliminary education, a standard not 
required by the states in which they were lo- 
cated. 

I wonder, however, how any superintendent of 
nurses knows how to proceed upon a situation 
presented by some of the admissions. Hospital 
training schools No. 18 and No. 20 had the follow- 
ing distribution in the entering classes of 1929: 


Training School No. 18 
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These classes have no common background of 
education or experience that can possibly be util- 
ized as a point of departure upon which to begin 
training, and of necessity the 13 students in this 
group of 68 whose education had been pursued 
beyond the high school should have had pro- 
visions made for completing the work in a shorter 
time than the others could hope to complete it. 
The reports on graduations with reference to 
acceptances in these two hospital training schools 
are miserably poor, showing that upon this basis 
of acceptance, in training school No. 18 gradua- 
tions in the three-year period were 7 per cent 
of the acceptances, while in training school No. 
20 graduations were 21 per cent of acceptances. 


An Expensive System 


This is a tremendously expensive system of 
education and represents not only blasted hopes 
on the part of entering students but a great waste 
of the cost of training since so large a propor- 
tion of the money spent is a temporary expendi- 
ture on students who never can qualify to prac- 
tice the art of nursing. And the cost of all this 
waste practically came out of the pockets of sick 
people, those in each community who could least 
afford it. 

But can directors of hospital training schools 
control or determine whom they take as students? 
I was much interested to know what influences 
were brought to bear upon superintendents of 
nurses in the acceptance of students who did not 
meet the regular requirements. Three possible 
channels suggest themselves: politics; friends or 
family ; members of the board of directors. The 
replies indicate that in the main superintendents 
of nurses have no excuses for low standards inso- 
far as outside influence to accept unprepared 
students is concerned. Less than 5 per cent of 
the entire replies indicated that any influence 
whatever had been exerted, and with the single 
exception of one naming politics and one impli- 
cating members of the board of directors, all of 
the influence, even in this small amount, was 
charged up to family and friends, and this can 
never be formidable. But it does not dismiss the 
pressure of the hospital itself that students be 
found for the school. 

Regarding the length of term at which hospital 
training schools are operating, one training 
school has a course of 20 months, one of 28 
months, 5 of 30 months, and all of the others are 
the standard 36 months of training. The last 
year is the profitable one for hospitals. 

I also raised the question as to whether the 
instruction was given entirely by members of the 
hospital staff. The answers disclose a rather 
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balanced plan, with 56 per cent replying in the 
negative and 44 per cent in the affirmative. This 
indicates that hospital training schools are vo- 
ing outside their own staff and are engaging ex- 
perts to give certain phases of instruction. Many 
of these phases are listed, but they fall chiefly in 
the realm of applied science and involve dietetics, 
psychiatry and other recent additions to the cur- 
riculum. 

In the light of my supposition that student 
nurses were being accepted with almost no stand- 
ard educational background, it was important to 
discover what the practice of the hospital train- 
ing schools is with regard to carrying these stu- 
dents forward in the fields of general education— 
English, foreign language, history, mathematics, 
science—along with the technical nursing in- 
struction. Possibly I had expected too much to 
be accomplished in a period of thirty-six months 
which, let us keep in mind, is the period that the 
college takes for its four years of work. Outside 
of an occasional class in English, only one train- 
ing school reporting does anything in foreign 
language or in history (except the history of 
nursing which is technical), while three report 
that they find it necessary to drill in elementary 
arithmetic, and ten indicate general work in sci- 
ence in addition to the technical work involved. 
Apparently, then, we can dismiss as being prac- 
tically if not wholly absent any practice to round 
out to any comparable level the widely varying 
qualifications presented, or to extend the general 
cultural background of the entire group. 


Who Pays the Cost? 


No matter what may be the fallacy behind the 
present practice in hospital training schools, 
nursing education costs somebody something; in 
fact, the responses indicate that it costs the sick 
people in the hospital a large amount of money. 
However, if there is one field in which superin- 
tendents of nurses have little or no knowledge of 
the facts in the situation, it is the field of finance. 

The first question asked what investment had 
been made by the hospital in the matter of room 
and board for a nurse to be graduated. The replies 
vary so widely that one hesitates to draw a con- 
clusion. The highest figure given is $1,620 and 
the lowest $233, while the average represents 
$785 or $21.80 a week for a period of thirty-six 
months. Practical experience indicates that this 
is an excessive estimation, but the truth is that 
we do not know the facts nor does anyone else 
know them. 

I raised the question regarding investment in 
a student’s clothing, and here again the answers, 
while they indicate definitely that it is not the 











> © ODO cr = 


mam © 


— 'h 'h — 


a mse Oo et 2 3 £4 


V, No. 5 


ig in the 
‘ive. This 
_ are go- 
izing ex. 
ym. Many 
chiefly in 
dietetics, 
the cur- 


student 
10 stand- 
rtant to 
al train- 
lese stu- 
cation— 
ematics, 
sing in- 
much to 
months 
that the 
Outside 
e train- 
foreign 
tory of 

report 
nentary 
in sci- 
volved. 
g prac- 
» round 
varying 
peneral 


ind the 
chools, 
ng; in 
1e sick 
money. 
iperin- 
dge of 
nance. 
nt had 
" room 
replies 
a con- 
0 and 
esents 
‘ty-six 
it this 
s that 
e else 


nt in 
wers, 
it the 














May, 1930 


practice of hospital training schools to supply 
clothing for nurses, yet there are nine schools in 
which it is supplied, the highest of which esti- 
mates $246 and the lowest $9.50. 

My third question in this field had to do with 
the amount of actual cash paid to the student 
nurse during her training. It is almost a uni- 
versal practice to make such an allowance and 
the average allowance made is disclosed as being 
$567, with the high figure standing at $2,232 and 
the low figure at $54. The most commonly men- 
tioned figure is $432. 


The Cost to the Hospital 


The last question under this heading asks for 
the total cost to the hospital per student for a 
1929 graduate. Of course, no such figures exist 
in the hospital’s files; at least I am confident that 
only two that replied were replying from factual 
material. The others gave estimations. Reduced 
to averages, the total cost to the hospital is esti- 
mated at $1,377, with the high figure standing at 
$3,244 and the low one at $413, the commonly 
mentioned figure being a flat $1,000. 

The section on educational costs reflected more 
clearly than ever before that superintendents of 
nurses know almost nothing about costs or educa- 
tional budgets because they have not been dealing 
with them. Reply after reply stated “We do not 
operate on a budget system. I cannot answer 
your questions,” and comment given reflected 
that the lack of a budget system was one of the 
trying questions facing superintendents of nurses. 

In this section the first question was, “What 
is your manual budget allowance for instruc- 
tion?” Some of the large hospitals are forced to 
engage many of their instructors outside their 
own hospitals and therefore we find among the 
few who gave any figures that the high figure 
was $12,000 and the low figure $500. The most 
commonly mentioned fact was ‘‘We have no bud- 
get.” 

The second question in this section was, “What 
is your budget allowance for the library?” Every 
school realizes that its common reference work- 
shop, the library, requires an annual upkeep, as 
does its laboratory. There were fewer budget 
allowances for library than for instruction, the 
high figure being $500 and the low figure $50. 

The third question asked what the budget al- 
lowance was for laboratories because the science 
work in the laboratory is of tremendous impor- 
tance in the training school course and it is sim- 
ply impossible to administer a laboratory without 
an upkeep cost. Here again the query discloses 
that there is no budget allowance for this account 
except in a half dozen training schools, the high- 
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est figure being given at $500 and the lowest at 
$50. 

The last question in this section asked what 
the budget allowance was for teaching aids and 
supplies. In any school system, one of the in- 
dexes of the quality of instruction is this item. 
The inquiry discloses, however, that except in 
four schools there is no budget allowance. Of 
these four, the high figure is $2,000 and the low 
figure $150. Running throughout the whole sec- 
tion «. the ever recurring comment, “We have 
no budget.” 

Certain resources are immediately present in 
the mind when one speaks of a school and it 
seems only fair to expect that the schools con- 
ducted by hospitals shall possess certain funda- 
mental equipment. The first question here asks 
for the number of classrooms used exclusively for 
instruction. The answers showed that the aver- 
age number is 2.26, the highest reporting 8 and 
the lowest 1. There were, however, certain sig- 
nificant failures to report which leads one to ques- 
tion whether the minimum is really 1. 

My next question was “How many volumes are 
in your library exclusive of reports?” Now of 
course every school has a library of some type, 
from the kindergarten on up. The average num- 
ber of books in these training school libraries is 
reported as 224, with 500 being reported as the 
highest and 10 as the lowest. Training school 
No. 50 was the one reporting 500 and since it also 
reports that it admitted 190 students in 1929, its 
library is not overwhelming, with less than 
three books to a student. Training school No. 36 
is the possessor of the 10 volumes and it reports 
admitting 10 students in 1929—a per capita pos- 
session of one, except for the fact that there were 
many other students ahead of those 10 whose 
training had not been completed. 





35% of Graduates in Institutional Work 


The third question was, “How many labora- 
tories have you for your instruction work?” 
Every institution has a laboratory. When one 
considers that science is the strongest unit in the 
course, this is not to be wondered at. The aver- 
age number of laboratories in these schools in the 
ten states is 2, the highest being reported at 4 
and the lowest at 1. 

So many complaints have been made against 
hospitals with regard to the extreme length of 
hours imposed upon the student nurses that I was 
anxious to disclose, if possible, when the educa- 
tional classes came. While apparently many 
superintendents of nurses either were reluctant 
or refused to answer, of the replies that were 
made one can find little to criticize. My first ques- 














82 





tion asked how many classes were scheduled be- 
fore 12 o’clock, and the answers disclose that 46 
per cent of the classes are thus scheduled. The 
second question asked how many classes were 
scheduled between 12 and 5 o’clock, and the an- 
swers disclose that 48 per cent occur between 
those hours, that 4 per cent occur between 5 and 
7 o’clock and 2 per cent between 7 and 9 o’clock 
in the evening. 

But what do these graduates do? No matter 
how many fail while they are students or how 
meager may be the equipment, hospital training 
schools are graduating nurses and they find many 
avenues open to them. I was interested in dis- 
closing, if I could, whether these nurses chose 
hospital or private nursing. The replies indicate 
that of all the graduates involved, 35 per cent 
are in institutional work, chiefly hospitals; that 
55 out of every hundred so practicing are en- 
gaged in private duty; while 3 out of every hun- 
dred are engaged in industrial nursing, and 7 
out of every hundred are in public health work. 


How May Conditions Be Improved? 


No questionnaire ever devised has completely 
covered the subject, for it deals with factual sit- 
uations. Some opportunity should always be 
given for the expression of personal opinion that 
grows out of experience, and the last section of 
my inquiry asked the superintendents of nurses 
to indicate what they “would like to see happen” 
to increase the efficiency of nursing education and 
to produce better conditions for nursing practice. 

Not all accepted the invitation. Of the an- 
swers received, I have selected 40 as being most 
pertinent. Many of the suggestions given were 
listed by several: 

1. Extend the preliminary course from four 
to six months. 

2. An appreciation on the part of the general 
public of the fact that education is essential for 
a foundation for nursing. 

3. Make standards for admission four years 
of high school. 

4. Loan fund for postgraduate education. 

5. Schools of nursing established independent 
of hospitals. 

6. Nursing education placed on the same basis 
as that for other professions. 

7. Nursing education subsidized 
funds or endowed. 

8. Development of a registry that provides 
hourly or group nursing. 

9. Eliminating the necessity for hospitals de- 
pending upon students for its nursing service. 

10. Time on duty, including theory, not to 
exceed forty-four hours a week. 


by public 
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11. A separate board of education or organi- 
zation through which the school could operate 
without being subservient to the nursing needs 
of the hospital. 

12. The educational work should function in- 
dependent of hospital nursing needs. 

13. Separate endowment for the training 
schools so that it need not always be handicapped 
by the financial difficulties of the hospital. 

14. Realization on the part of the medical pro- 
fession and the public that nurses are human be- 
ings and entitled to fair working conditions. 

15. The right of nurses to solve their own 
problems and manage their own affairs. There 
is too much help from persons not qualified to 
give an opinion. 

16. A nursing curriculum among the others 
in our high schools, following the recommenda- 
tions of the National League of Nursing Educa- 
tion. 

17. A high school course that would include 
biology, chemistry, physiology, anatomy, hygiene 
and sanitation. 

18. Raise entrance requirements to twenty- 
one years of age. 

19. Official registrars provided by state law. 

20. Better living conditions for the students 
while in their training would attract a better type 
of girl to the school. 

21. Educating boards of trustees to the waste 
of money that occurs in eliminating the large 
number of unfit students. 

22. Take the teaching of science out of the 
hands of interns. 

23. A prenursing course in high schools with 
emphasis upon literature, history, language and 
sciences. 

24. A larger provision for recreation, both 
during training and after graduation. 

25. The present curriculum is heavy in theory 
for those who wish to take up private duty and 
it robs them of time for practical experience. 

26. Refuse to accept student nurses who have 
taken the commercial course in the high school. 


27. Uniform requirements for graduation and 
registration. 
28. A standard that would prevent more 


nurses from being graduated every year than the 
public needs. 

29. Affiliation with other hospitals and schools 
would be of great advantage. 

30. A training school committee appointed 
from the board of directors to present the claims 
for better students to the community as a whole. 

31. No school be permitted to accept students 
under twenty-two years of age. 

32. Reeducation of registered nurses and su- 
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pervisors or compulsory attendance at modern 
nursing demonstrations. 

33. Standardized preprofessional 
for all schools of nursing. 

34. Standardized entrance requirements for 
all schools of nursing. 

35. More time for cultural education and 
extra-curricular activities during the training 
course. 

36. Entrance requirements affiliated in terms 
of content as well as time required—at least two 
years of foreign language, two years of science 
and four years of English. 

37. Central nursing schools. 

38. See that psychology is placed in the pre- 
paratory course. 

39. Deplorable how many girls of eighteen to 
twenty-five years of age know nothing of 
dietetics. 

40. Requiring graduate work in higher edu- 
cation among all our instructors. Students should 
receive full credit in dollars and cents for the 
work they perform in the actual care of patients, 
for the first year forty cents an hour, the second 
year fifty cents an hour and the third year sixty 
cents an hour. 


education 


Diverse Opinions on the Raising of Standards 


In addition to securing information from the 
superintendents of hospital training schools, I 
wrote the commissioners of health in the ten 
northeastern states; the secretary of the regis- 
tration board for nursing in forty-four states 
and the commissioners of education in a few 
selected states having strong state educational 
systems. Outside of questions of fact that had 
to do with the number of registered nurses in 
such states and the work of the board of examin- 
ers, I attempted to get the reaction of all these 
people on a concerted program that called for 
raising the legal requirements in the various 
states for entrance to the hospital training 
schools, making a two-year high school require- 
ment effective in 1931, a three-year requirement 
in 1933 and a four-year requirement in 1935. 

Many curious things appeared in the replies, 
the summarized opinion of which runs something 
like this: 

1. Commissioners of education see clearly the 
necessity for placing nursing on the same profes- 
sional basis as teaching and see no reason why 
such a program is not entirely feasible. 

2. Some commissioners of health see every 
possible reason why this should not be done. 

3. Secretaries of registration boards for 
nurses, with one exception, agree that the move 
should be made if it can be made through the 
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legislature, without jeopardizing gains already in 
hand. 

In considering such a program, it is necessary 
to present the facts as they are and I am there- 
fore asking you to scan the map reprinted from 
the American Journal of Nursing for February, 
1929. Certain changes, however, have taken 
place since this map was printed, all looking to- 
ward raising the educational requirements. Min- 
nesota has left the eighth grade group now occu- 
pied by Mississippi only, and requires one year 
of high school; Colorado now requires four years 
of high school, with the change effective Septem- 


State Registration Requirements for Entrance 
to Nursing Schools 
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Replies received from those checked with "x". 
Changes since map was printed 
effective Sept. 19%9 


1. Colorado 4 years H.S, 
2 


- Minnesota 1 year H.S. 
3. New York 4 years 4.S. effective July 1, 193 
4. Idaho 4 years H.5. effective July 1, 1931 


ber, 1929; Idaho will require four years of high 
school on July 1, 1931, and New York State will 
also require the same on July 1, 1932. 

The movement then for raising preliminary 
educational requirements is well under way, but 
outside of New York State no program is set up 
in any of the other ten northeastern states, if 
one keeps in mind the fact that Maine is the only 
one of such states that already has a two-year 
requirement. I recommend the initiation of a 
program of concerted action in all of the ten 
northeastern states, with the exception of New 
York, that shall result in a four-year high school 
preliminary education requirement at a date not 
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earlier than 1932 or later than 1935. The follow- 
ing suggestions, which might offer the basis for 
planning such a program, are quoted from an 
address made by me before a meeting of the 
Graduate Nurses’ Association of Connecticut. 
“If you are satisfied to leave the educational 
practice as disclosed by the cross section pre- 
sented, no responsibility for action comes to this 
group. If, however, you subscribe to the two 
principles of the Committee on the Grading of 
Nursing School as stated in ‘Nurses, Patients 
and Pocketbooks,’ page 447, definite responsibil- 
ity on your part and resultant action would ap- 
pear to be inescapable. Let me remind you that 
reforms do not come through miracles ; somebody 
must lead. A clearly conceived program and the 
crusading spirit alone supply the conditions for 
progressive change within the nursing profession. 


The Diagnosis and the Treatment 


“It may be helpful to face a series of sugges- 
tions which together forms more or less a definite 
program, especially if these suggestions come 
from someone outside of your profession. As one 
interested in proper educational administration, 
I believe that the diagnosis of the present situa- 
tion calls for the following treatment: 

“1. Take the necessary measures to produce 
an intelligent public opinion on the facts in train- 
ing schools as they are run to-day. Other profes- 
sions have long since taken the public into their 
confidence. It is futile to expect that this dis- 
cussion and others like it will have any effect 
upon the situation unless it overflows the banks 
of your professional stream and engulfs the gen- 
eral public. 

“Adopt a program for sending a battery of 
speakers to the civic clubs in the state and to 
the women’s organizations for at least a year. 
The spoken word is ten times as valuable as the 
written word. 

“Prepare a series of carefully written articles 
for publication in a widely read school publication 
and secure a thousand reprints for use in strate- 
gic places. 

“Secure the effective placement of a two-page 
article in magazines of national circulation. 

“Reach the guidance directors in our senior 
high schools asking them to give nursing a square 
deal. 

“Secure the names of all members of boards 
of directors of hospitals and reach them with a 
series of four-page leaflets, probably in question 
and answer form, on striking facts in the train- 
ing school practice. 

“2. Work toward the abandonment of the 
pure apprenticeship system as being any longer 





Vol. XXXIV, Ne. 5 


necessary or adequate for training schools. Every 
professional worker requires some knowledge of 
the art side of his profession, but never can this 
safely be the whole of his preparation. Even 
on the purely vocational side, the present plan 
of education within the training schools violates 
modern practice. 

“‘Apart from schools designed to extend or 
supplement apprenticeship, of which European 
countries furnish the principal examples, the only 
type of modern vocational education which has 
not suffered a long enslavement to academic tra- 
dition, is that developed since 1850 for the train- 
ing of nurses. Here conditions rather than any 
clearly conceived purpose impose reasonably 
sound pedagogic standards from the outset; in 
fact, programs lean so far to the practical as to 
require, like apprenticeship does, social safe- 
guarding to save the learner from _ exploita- 
tion.”! 

“If training has been confined entirely to de- 
tail—to the art side of nursing, which is the how 
instead of the why of nursing procedure—your 
mind can only be attuned to receive thoughts and 
ideas in terms of detail and technique. 

“3. Take whatever measures are necessary to 
secure an adequate supply of suitably prepared 
applicants so that no school must take all who 
apply. The criterion must be for the profession 
itself and not the needs of the hospital. In this 
connection the public must be brought to a clear 
recognition that the new openings for public 
service for women—teaching, library, social and 
welfare work and business—each with a care- 
fully defined program of rising standards of eli- 


gibility and training are a distinct liability to the | 


nursing profession unless it too can take similar 
action. 


At Least One Central School of Nursing 


“The gap between the requirement of prelim- 
inary education, now standing at one year in 
twenty-six states, and the age requirement of 
eighteen must be closed. These conflicting re- 
quirements invite girls to leave school at the end 
of the first year of high school, either to work in 
factories or elsewhere until they are eighteen 
and then to apply for admission to the training 
school. Your regulations should stand in exactly 
the opposite relation, with the educational re- 
quirement high and the age low, if you are anx- 
ious to get a supply of bright young women. 

“4, Lay your plans for a program that will 
demand a sound and honest system of accounting 
on the part of the hospital so that the facts re- 





1Snedden, David, Sociological Determination of Objectives in Edu- 
cation. 








. Ne. 5 


, Every 
adge of 
an. this 

Even 
nt plan 
Violates 


end or 
iropean 
he only 
ich has 
nic tra- 
2 train- 
an any 
sonably 
set; in 
il as to 
1 safe- 
<ploita- 


to de- 
he how 
—your 
hts and 


sary to 
‘epared 
ull who 
fession 
In this 
a clear 
public 
ial and 
2 care- 
of eli- 
r to the 
similar 


ng 


prelim- 
rear in 
ent of 
ing re- 
the end 
vork in 
ighteen 
raining 
exactly 
nal re- 
re anx- 
on. 

at will 
yunting 
cts re- 


; in Edu- 


May, 1930 


garding the training school may be available to 
everyone. An item in this accounting must clearly 
admit that training school students are paying 
tuition in the form of the expense saved the in- 
stitution. Am I too bold when I suggest that it 
is probably true that they are paying a higher 
tuition than that of our college students? In 
this system of accounting, hospitals must have a 
training school budget with definite allowance for 
instruction, library, laboratories, teaching aids 
and supplies around which the superintendent of 
nurses must be left free to build her educational 
organization. 

“5. The initiation of a campaign of inquiry, 
organization and solicitation that shall provide 
for at least one central school of nursing inde- 
pendent of all hospitals, but affiliated with many. 
These schools must wrestle with the questions of 
admission and eligibility and upon them hospitals 
may call as special needs arise. In them students 
shall pay tuition. To them hospitals shall go 
for candidates to enter the vocational aspect of 
their training. On their board of directors, su- 
perintendents of hospital training schools shall 
have a place. 


Financing the Central School 


“The funds? Such a school must be endowed 
or have financial backing over a period of ten 
years. Better general health and better nursing 
are of immeasurable value to insurance com- 
panies and to industry. During 1929 wage earn- 
ers lost 250,000,000 days through illness and 
school children lost 7,000,000 days attendance for 
the same reason. Both the insurance companies 
and industry will respond, if properly ap- 
proached, to the establishment of a central train- 
ing school in some city where the demands will 
make it worthwhile. 

“6. Cooperate unreservedly with the Commit- 
tee on Grading. It is the brightest spot in the 
whole nursing horizon. The American Medical 
Association has shown that the establishment of 
grade A schools and grade B schools turns the 
tide of the brightest students definitely to the 
former and acts as a continual urge upon the 
administration in the latter to find the ways and 
means of qualifying to become grade A schools. 

“Organize over a period of time a carefully 
considered and well advised program of social 
and legislative action that will remedy the wholly 
inadequate educational resources in buildings, 
staff and equipment of the hospital training 
schools and remove the legitimate points of at- 
tack now being directed against these schools and 
which, if continued, can have no other effect than 
becoming an ever enlarging handicap.” 
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A Survey of the Hospital and Health 
Services of Philadelphia 


A survey of the hospital and health services of Phila- 
delphia has recently been published under the director- 
ship of Dr. Haven Emerson who organized and promoted 
the survey. 

“The Philadelphia Hospital and Health Survey” is a 
record, prepared for public distribution, of a study of 
organized care of sickness and of official and volunteer 
health activities in Philadelphia and its environs. The 
844 pages of the book are divided into two main sections. 
The first is devoted to public health services, with recom- 
mendations for improving the health services of the city. 
Special studies are presented of social hygiene, tuber- 
culosis, maternity and child hygiene, crippled children, 
conservation of vision, public health nursing, cancer, 
heart disease, mental hygiene, industrial hygiene and 
mouth hygiene. 

The second part of the survey is devoted to a study 
of the organized care of the sick. Chapter headings in- 
clude: Hospitals; Hospital Out-Patient Departments and 
Unattached Dispensaries; Social Service in Hospitals and 
Dispensaries; Convalescent Care; Care of the Chronic 
Sick. 

Many organizations collaborated in making the survey 
a complete one. Chief among them were: the American 
Social Hygiene Association; the American Child Health 
Association; the American Society for the Control of 
Cancer; the National Committee for the Prevention of 
Blindness; the Committee on Mental Hygiene of the 
Pennsylvania Charities Association; the Philadelphia 
Health Council and Tuberculosis Committee; the Phila- 
delphia Heart Association; the Philadelphia Mouth Hy- 
giene Association; the Philadelphia Child Health Society; 
the Philadelphia Visiting Nurse Society; the Committee 
on the Cost of Medical Care; the Philadelphia Welfare 
Federation; the Hospital Association of Philadelphia; the 
American Association of Hospital Social Workers, Dis- 
trict Branch; the Family Society of Philadelphia; the 
Armstrong Association of Philadelphia; the Federation of 
Jewish Charities; the Protestant Episcopal City Mission; 
the Philadelphia County Medical Society and other health 
and welfare organizations. 





A Plea for More Readable 
Hospital Reports 


A plea for less complicated and more readable hospital 
reports is contained in an article in The Hospital on the 
subject, “Statistics—Are They Our Servants or Our 
Masters?” 

“It is a common failing of statisticians,’ the article 
says, “that they do not know where to stop. . . . It is 
easy to analyze and reanalyze, and divide and subdivide; 
but it is not easy to make people read the results of such 
analysis and division. 

“Every experienced hospital officer knows what are the 
salient points to which he looks when examining the 
accounts either of his own or of any other hospital. He 
wants to see concisely: the name of the hospital; the 
number of occupied beds; the income; the expenditure; 
the surplus or deficit; the cost per occupied bed; the cost 
per in-patient per week; the number of out-patients; the 
cost per out-patient and the cost per out-patient 
attendance.” 
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By WILLIAM BIERMAN, M.D. 


Director, Department of Physical Therapy, Sydenham Hospital, New York City 


HE charge to be made for treatment given 
‘Ti the physical therapy departments of 
hospitals and clinics is a puzzling matter to 
the administrators of many such institutions. 
Obviously, because of the greater overhead in- 
curred in the administration of such treatments, 
the usual clinic fees charged for them are insuffi- 
cient. This increased overhead expense includes 
the cost of such necessities as specially trained 
technicians, expensive equipment which requires 
adjustments, replacements and new additions and 
large quarters. To give effective treatment it is 
essential that a sufficient amount of time be given 
each patient. This time interval will depend, of 
course, upon the modality or modalities applied. 
As a rule, it is never less than a half hour and 
may extend over a period of two hours or even 
longer. 


Deciding on an Equable Fee 


Departments of physical therapy are compara- 
tively new in hospitals and clinics. In fact, they 
are so new that no definitely established schedule 
of fees has as yet been determined. To reach a 
conclusion as to what would constitute an equable 
fee, the institution must first determine whether 
or not it wishes its department of physical ther- 
apy to be placed on a self-supporting basis. 

If the institution is an affluent one, desirous 
of rendering charity without any special regard 
to the patient’s ability to pay even a small sum 
or without regard to the costs involved, the mat- 


*Paper read before the New York Electrotherapeutic Society. 


ter of a charge is of no special interest. Such 
charges to out-patients might be the usual ten, 
fifteen or twenty-five cent fee. Most charitable 
institutions, however, are in no such strong finan- 
cial position. It is probable that most charity 
patients are able to pay a fee slightly jarger than 
those customarily made in out-patient depart- 
ments. It must be recognized that patients tak- 
ing physical therapy treatments usually come not 
for one treatment, but for a series of treatments. 


Should Ward Patients Pay? 


With reference to the patients within the hos- 
pital, the special problem is whether or not ward 
patients should be charged for physical therapy 
treatments. These individuals are presumably 
completely indigent, their stay in the hospital pre- 
cluding the possibility of their earning anything 
at all. Their outside expenses go on and there is 
usually some small financial obligation they must 
meet while in the institution. If it is decided that 
these individuals shall pay something, no matter 
how small, it must be left to the discretion of the 
social service department as to whether in a given 
instance even such a small fee shall be waived. 

Patients in semiprivate or private rooms can 
presumably afford to pay some fee for physical 
therapy treatments. 

Another problem that presents itself is this: 
Shall a flat charge be made for each visit or 
shall the charge be dependent upon the amount of 
time consumed in giving the treatment? Obvi- 
ously the larger the number of modalities applied 






TABLE I—WHAT PRIVATE PATIENTS PAY FOR PHYSICAL THERAPY IN EIGHTEEN HOSPITALS* 
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TABLE II—THE COST OF PHYSICAL THERAPY TO SEMIPRIVATE PATIENTS IN EIGHTEEN HOSPITALS* 
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Three institutions have no service. 


and the longer the duration of the treatment, the 
greater the cost to the institution. 

In the effort to determine what fees are being 
charged at present, a questionnaire was sent to 
twenty-two representative institutions. Of these, 
eighteen replied. This would signify an active 
interest in the growing demand for physical 
therapy in hospitals. 

In summarizing the returns, we have felt the 
figures relating to diathermy, which is likely the 
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*Five institutions have no service. 








most widely used modality, would be sufficient to 
give us some knowledge of the charges made. In 
two-thirds of the cases no distinction was made 
between the charges for any of the modalities, 
the patients paying the same fee for diathermy 
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as for sinusoidal or massage treatments or for a 
combination of them. In one or two cases cor- 
rective exercises and massage were listed with a 
higher fee than diathermy, but in the remainder 
diathermy charges were consistently higher. 

Those hospitals giving treatments to private 
patients without any specific charge made allow- 
ances for such extras in their daily blanket 
charge. 

Treatments without charge to out-patients 
were given when the social service department 
deemed it necessary. In many of these instances 
the dispensary paid a small fee to the department 
of physical therapy. 

In those instances of a range of prices, the 
ability of patients to pay and the amount of time 
required to give the treatment were taken into 
consideration. 

In only one hospital out of the eighteen was 
there no physical therapy service in either the 
out-patient department or in the hospital. 

From a review of the data presented it will be 
noted that, with reference to private patients, 
twelve out of fourteen institutions charge from 
$2 to $5 for a treatment. These patients are pre- 
sumably able to pay the usual medical fees; there- 
fore, the fees charged them should be compar- 
able to those charged outside of the hospital for 
similar services. For semiprivate patients, the 
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dous total of $64,914,500. Of this sum hospitals received 





charges made by the majority of institutions 
range from $2 to $3 a treatment. 

The greater number of institutions charge $1 
a treatment for ward patients. If the social serv- 
ice department finds that this charge is too much 
of a burden, it may recommend its removal. 
When it comes to the care of out-patients, the 
majority of institutions seem to favor a charge 
of $1 a treatment. 

It is recognized that this survey of charges 
made in physical therapy departments of hospi- 
tals covers too small a number of institutions to 
permit definite conclusions to be drawn as to av- 
erage charges made. Every hospital faces 
problems peculiar to itself that will influence it 
in determining the charges to be made in its de- 
partment of physical therapy. The data pre- 
sented here are submitted with the hope that they 
may serve as a nucleus for discussion as to what 
shall be considered an equable charge to be made 
for physical therapy treatments. 

The accompanying tables summarize the an- 
swers to the questionnaire. 





New York City Hospitals Receive 
$16,575,600 During 1929 


Out of a total of $27,199,221 bequeathed during 1929 in 
New York City for hospital, social welfare, educational 
and religious purposes $5,960,600 was left to hospitals, 
according to a recent announcement by the United Hospi- 
tal Fund. 

The amount bequeathed to hospitals exceeded last year 
by $1,536,531. The largest hospital bequests during the 
year were $1,000,000 to Roosevelt Hospital by L. W. 
Seaman, and $1,000,000 to the Home for Incurables by 
Ogden Mills. These sums are applied generally to new 
buildings and capital accounts of the hospitals and not to 
current operating expenses. Most of the hospitals incur 
heavy operating deficits because of their free service. 

According to Better Times, welfare magazine, which, 
with the Fund, compiled the record during the year, hospi- 
tals were mentioned in wills in a larger number of in- 
stances than any other altruistic agency. No less than 
206 wills contained outright bequests for hospitals or 
named them as residuary legatees, in many cases a given 
hospital being mentioned in more than one will. The total 
number of hospitals, including the United Hospital Fund, 
named as beneficiaries was 132. 

The total bequests for all altruistic purposes amounted 
to $27,199,221, almost twice the total for last year, which 
was $14,316,647. Of the total for 1929, bequests for educa- 
tional purposes led any other group of organizations with 
a total of $7,358,500. This classification included colleges, 
schools, libraries, museums and medical societies. The 
second largest total of bequests were of those made for 
general charitable purposes, exclusive of hospitals, and 
aggregated a total of $6,439,637. 

In addition to approximately $27,000,000 in bequests 
for altruistic purposes, gifts by citizens of New York City 
and by the General Education Board reached the tremen- 
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$10,615,000. Thus the total of bequests and gifts to hospi- 
tals during the year was $16,575,600. Among the largest 
gifts to hospitals was one by John D. Rockefeller, Jr., 
J. P. Morgan and George F. Baker to further the merger 
of the Lying-in Hospital with the New York Hospiial- 
Cornell Medical Center, and an additional $2,000,000 in 
buildings by Mr. Morgan to the New York Hospital. 
These hospitals are members of the United Hospital Fund. 

During 1929, according to the statement, thirty-four of 
the institutions affiliated with the United Hospital Fund 
were mentioned in wills. They included: Babies’ Hospi- 
tal, Beth Israel Hospital, Bronx Hospital, French Benevo- 
lent Society of New York, Fifth Avenue Hospital, Herman 
Knapp Memorial Hospital, Home for Incurables, Hospital 
for Joint Diseases, House of the Holy Comforter, Italian 
Benevolent Institute and Hospital, Jewish Memorial Hos- 
pital, Knickerbocker Hospital, Lebanon Hospital, Lenox 
Hill Hospital, Long Island College, Lutheran Hospital of 
Manhattan, Manhattan Eye, Ear and Throat Hospital, 
Methodist Episcopal Hospital, Montefiore Hospital, Mt. 
Sinai Hospital, New York Homeopathic Hospital, New 
York Orthopedic Dispensary and Hospital, New York 
Post-Graduate Medical School and Hospital, New York 
Skin and Cancer Hospital, New York Society for the 
Relief of the Ruptured and Crippled, Presbyterian Hospi- 
tal, Prospect Heights Hospital, Reconstruction Hospital, 
Roosevelt Hospital, St. John’s Hospital, St. Luke’s Hospi- 
tal, St. Marks Hospital, Sydenham Post-Graduate Hospi- 
tal and Wyckoff Heights Hospital. 

The three hospitals most frequently mentioned were Mt. 
Sinai, which was named twenty-one times, Beth Israel, 
which was named twenty times, and Montefiore, which 
was named eighteen times. These three enjoyed the same 
distinction in 1928 although Montefiore then ranked first 
and Mt. Sinai third. 





Who Is to Blame When III Results 
Follow Hypodermic Injections? 


When ill results follow a hypodermic injection, then 
the conditions and circumstances under which the injection 
was given must be taken into consideration, a court 
decided recently when a wife and her husband sued to 
obtain damages for alleged malpractice on the part of 
a physician who permitted a hospital nurse to give the 
wife an injection of ergot following which an abscess 
developed. The case is reviewed in the Journal of the 
American Medical Association. 

“If, said the court, the patient had been delivered in a 
private home where no antecedent preparations had been 
made, then unquestionably a physician would be negligent 
in allowing a hypodermic injection to be given without 
proper precautions. But the delivery took place in a well 
appointed hospital where emergencies were anticipated 
and prepared for in advance, where instruments were 
sterilized and kept for emergency uses and where the 
physician was surrounded by trained assistants. The 
physician knew of these conditions and the evidence did 
not show that he was negligent in relying on them. The 
fact that he permitted the injection to be given by a nurse 
would not of itself give rise to an inference of negligence. 
The act of administering the drug was mechanical, a part 
of the routine work of the nurse, and it was shown that 
nurses in the hospital had been carefully and fully in- 
structed in the mechanics of the art. The decision, there- 
fore, was in favor of the defendants.” 
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Developing Efficient Food Service 


OOD is fundamental to life. Where food is 
plentiful, of sufficient variety and of good 
quality, life flourishes and happiness reigns. 
Where food is restricted in quantity, lacking in 
variety and of poor quality, sickness and misery 
find an open door. It has been generally observed 
that the morbidity and mortality rate of tuber- 
culosis in any given country is in inverse ratio 
to its food supply. In this fact we are ably sup- 
ported in our belief that the better our state of 
nutrition, the better are our offense and defense 
against tuberculosis. 

Rest, fresh air and proper food, upon which 
rests the foundation of successful sanatorium 
treatment, have to do almost entirely with the 
conservation and promotion of body nutrition. 
Proper food becomes at once a subject of at least 
equal importance with the other two in the ad- 
ministration of any institution purporting to treat 
persons suffering from tuberculosis. Unfor- 
tunately, the food requirements of our patients 
present a far more complex problem for the sana- 


in the Sanatorium 


By G. L. BELLIS, M.D. 


Superintendent, Muirdale Sanatorium, Wauwatosa, Wis. 








torium administrator than do the factors of rest 
and fresh air. A good bed and reclining chair, 
plus the cooperation of the patient, go a long way 
toward securing rest while fresh air flies in 
through the open window. 

This is not the case with food. Here is a factor 
beset with all the trials and tribulations to which 
the human flesh is heir, and it is doubtful if the 
time will ever come when the food problem for 
the tuberculous sick will have been solved to the 
entire satisfaction of all concerned. This rather 
hopeless prediction is based upon many more or 
less incompatible and perplexing situations. The 
patient population of our sanatoriums comprises 
various racial groups, with all of their diversified 
food habits and customs. Capricious appetites 
and whimsical ideas as to food are peculiar to 
tuberculosis as well as to many other forms of 
illness, and mistaken conceptions are only too 
often fostered by sympathetic relatives and 
friends. 

Then, too, there is the situation within the san- 
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Not every architect who plans sanato- 


atorium. 
rium and hospital buildings gives adequate con- 
sideration to the food service department. Plans 
for cooking and serving as a result are too often 
inadequate or are poorly arranged, thus making 
it almost impossible to develop an acceptable 


service. Proper equipment is often lacking, and 
the salary budget for cooks and helpers is often 
too meager to attract competent personnel. We 
cannot always escape the tendency on the part 
of unconscientious merchants to unload upon our 
public institutions inferior food products. Also 
I am not quite sure that the subject of per capita 
cost does not have some remote bearing on the 
administration of food service in our institutions. 
To develop and maintain the food service for the 
sick to the greatest possible degree of efficiency 





The tray conveyor has fourteen compartments. 


in the sanatorium becomes, therefore, an urgent 
and continuous duty of every sanatorium admin- 
istrator. 

As conditions having to do with markets, de- 
liveries and storage differ in major or minor re- 
spects in the varying localities where sanato- 
riums are in operation, no fixed policy can be 
applied in all instances. Certain principles of 
procedure, however, may be applied in food ad- 
ministration that may work to the advantage of 
all concerned. A brief description of the applica- 
tion of such principles at Muirdale Sanatorium, 
the Milwaukee County institution for the tuber- 
culous at Wauwatosa, Wis., will perhaps serve 
best the purpose of explanation. 

First, all foods used in the sanatorium are 
classified into two main groups—staples and 
perishables. Staples consist of such products as 
breakfast foods, canned goods, crackers and 
cookies, dried fruits and vegetables. flour, sugar, 
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coffee and tea. Foods that require refrigeration, 
such as fresh fruits, vegetables, meats, milk, 
cream and butter, fall into the perishable group. 
To ensure a fresh raw product at all times, de- 
liveries of staples are made monthly in quantities 
to last for a period of thirty days while perish- 
ables are delivered daily or weekly, depending 
upon the degree of their perishability and upon 
the sanatorium’s facilities for proper storage. 
All deliveries are carefully checked as to quantity 
and quality, and discrepancies or other unsatis- 
factory conditions are reported at once to the 
business office or to the dietitian, as the case may 
be. When practical, all staples are purchased on 
the basis of quality and price following the sub- 
mitting of samples for comparison, and competi- 
tive bids. This method gives plenty of opportu- 
nity for a careful food selection and for economic 
buying. Fresh fruits and vegetables are pur- 
chased only in season and in quantities that may 
be immediately consumed. 


Quality Should Come First 


Quality should take precedence over all other 
considerations in the purchase of food for the 
tuberculous sick. Since food is of basic thera- 
peutic importance, when it is of an inferior qual- 
ity it defeats its own purpose. Because of the 
infectious nature of tuberculosis, plus the neces- 
sity of serving a liberal ration, the margin of 
waste food is large even under the best of con- 
ditions. How much greater, therefore, is the 
waste and how much less the food intake of pa- 
tients whose finicky appetites have been wrecked 
by tainted butter, storage eggs, blue milk, strong 
meat, stale fish or any one of a number of other 
inferior food products that find their way into 
otherwise very decent sanatoriums. The garbage 
pail tells the tale, ably seconded by patients and 
employees. The point to be emphasized, however, 
is the fact that first quality foods are the most 
productive of therapeutic results, happiness and 
contentment, freedom from distressing situations 
and actual economy in the care and treatment of 
the individual patient. 

The delivery of the best of food products to 
the door of the sanatorium does not always en- 
sure the delivery of the best of prepared foods in 
the best possible condition to the patient’s table 
or bedside. Good foods may be completely ruined 


by incompetent, careless or indifferent cooks. 
When such is the case no charity should be ex- 
tended. Given good raw food products, the most 
common cause for faulty foods in both hospitals 
and sanatoriums can, in the main, be limited to 
delays in serving and the consequent loss of 
Cooks should 
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cooking to reduce delays to the minimum. The 
more rapid the serving, the better the food. 

The experience of Muirdale Sanatorium in pro- 
viding a more efficient food service for tray pa- 
tients has not only been interesting but also ex- 
ceedingly valuable from an administrative and 
economic standpoint. 

Muirdale, a hospital and sanatorium for the 
treatment of tuberculosis, one of a group of seven 
institutions operated by Milwaukee County, was 
opened for the admission of patients November 
15, 1915. The system of tray food service for 
patients incorporated in the plans of construction 
consisted of a central kitchen and three serving 
kitchens, one on each floor of the hospital build- 
ing. Foods prepared in the main kitchen were 
transported in special bulk food carts through a 
basement corridor to a service elevator and thence 
to the several floors. The food was then taken 
from the carts and placed in steam tables to be 
rationed on trays and distributed. Diet kitchen 
gas ranges were used for the cooking of specials, 
each kitchen being fully equipped with cooking 
utensils, china and silverware, and having also a 
cupboard and a refrigerator for foods of varying 
description. The operation of three serving 
kitchens required a complement of twelve maids 
under the supervision of a dietitian. 

Twelve years of experience in the operation of 
this system of hospital food service brought to 
the attention of the administration the following 
unsatisfactory features: 

1. A decrease in the palatability of hot foods 
because of the lapse in time between preparation 
and serving. 

2. The excessive handling of the food and its 
exposure to contamination are sources of danger. 
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3. Difficulties in determining the exact quan- 
tities to be brought from the main kitchen. 

4. The pilfering of food and other supplies. 

5. The difficulty of placing responsibility be- 
‘ause of the impossibility of one dietitian’s su- 
pervising the work of three separately placed diet 
kitchens, especially at the time when skilled su- 
pervision was most needed. 

6. The disturbing effect on the sick of noises, 
necessary and unnecessary, from the serving 
kitchens on the hospital floors. 

7. The excessive breakage of china and glass- 
ware and the consequent food loss. 

Since most of the complaints from patients 
were traced to the loss of heat and to the re- 
sulting loss of flavor of the food, an ingenious 
tray conveyor was devised and constructed to 
overcome this objection. The tray conveyor con- 
sisted of an electrically heated, insulated metal 
cart with a built-in hot water pipe circulating 
system, and having fourteen separate compart- 
ments for trays. When the conveyors were put 
into use in the serving kitchens, complaints about 
cold food ceased at once. 

The successful use of the special tray conveyor 
cart from the serving kitchens suggested the prac- 
ticability of a centralized tray service from the 
main kitchen. A survey was accordingly made 
as to the feasibility of adopting the new idea. 
It was found that with a limited amount of alter- 
ation and the resetting of equipment it would be 
entirely practicable to establish a complete cen- 
tral serving room unit in close proximity to the 
kitchen ranges. Plans were drawn, contracts let 
and the changes made. 

The tray conveyor carts are now stationed 
along the rear wall of the kitchen where electric 


The loading station is under the 
direction of a dietitian and a 
steam table stands at right 
angles to the cook’s carving 


table. 
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current is supplied through wall outlets for heat- 
ing the water in the carts to the desired tempera- 
ture (140° to 180°, the range of thermostatic 
control). The trays previously set up occupy the 
compartments, all specials being indicated by 
name of patient and room number, plainly 
written on a card and inserted in its respective 
compartment door clip. The heating of the cart 
is timed to ensure the maximum desired tempera- 
ture at the exact time for beginning the tray 
service. 


Doing Away With Lost Motion 


The loading station is arranged to reduce lost 
motion to a minimum. A steam table stands at 
right angles to the cooks’ carving table which in 
turn is immediately in front of a battery of elec- 
tric ranges and ovens. Directly oposite the steam 
table, allowing sufficient space for the stationing 
of the carts, is the cold food pantry divided into 
sections and containing individual portions of all 
cold foods ready for serving. In the meantime 
hot foods, general and special, have been cooked 
and so timed as to be placed in the steam table 
within as short a time as possible before the zero 
hour for tray serving arrives. 

The clock strikes the hour and the servers take 
their places, the dietitian occupying a place of 
special vantage for supervision. Two carts are 
disconnected and brought to the station. The 
first one is empty and the second is filled with 
set-up trays. The specials are usually served 
first. One attendant opens the compartment 
doors, a second attendant places the trays on the 
cafeteria tray slide and the service is on. The 
dietitian calls for the food to be served on each 
special tray (one server for each hot food) and 
the tray, when it is completed, is placed in that 
compartment of Cart 1, showing the name and 
room of that particular patient. In the mean- 
time the cold foods for each tray to be served 
from that cart are being placed on the top of 
the cart by the cold food pantry attendant. As 
soon as the loading is complete the cart is on its 
way to the elevator to be taken to the desired 
floor where the trays are distributed. Cart 2, 
being empty, now advances and Cart 3, which is 
filled, takes the place formerly occupied by Cart 
2. With a well organized group of servers, the 
service is exceedingly rapid (150 trays in from 
thirty to thirty-five minutes) and the food reaches 
the patient almost direct from the kitchen range 
without any loss of its original heat and flavor. 

With a sufficient number of carts to take care 
of the entire tray service, double trips are not 
required and the conveyor remains on the floor 
to collect the trays of soiled dishes and return 
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them to the dishwashing room. Following the 
washing and sterilization of trays, china, glass 
and silverware, and the cleaning of the carts, 
trays are again set up, placed in their compart- 
ments and the conveyor returned to the cart sia- 
tion ready for the next call to active service. 

The operation of the new system has resulted 
in the following advantages: 

1. It has eliminated the major portion of the 
work of separate diet and serving kitchens and 
has made available additional floor space for pa- 
tients’ beds. 

2. It has eliminated the necessity for the mul- 
tiple handling of food, and it has reduced waste 
and lessened the exposure of food to contamina- 
tion. 

3. It has provided an opportunity for the ef- 
fective supervision of all tray service by the 
dietitian. 

4. It has centralized not only equipment and 
service but also the storage of food stuffs. 

5. It has decreased the per capita cost and at 
the same time it has improved the quality of the 
food served to bed patients. 

With the passing of the floor diet and serving 
kitchens at Muirdale Sanatorium has been ar- 
ranged a simple kitchenette on each hospital floor 
where the nurse finds facilities for preparing in- 
dividual emergency light diets of varying descrip- 
tions. A small gas plate, refrigerator and cup- 
board for dishes constitute the equipment which 
occupies but little space and meets every require- 
ment for food service not conveniently provided 
by the centralized tray service kitchen. 





New Health Journal Makes Its 


Appearance in Canada 


The Hospital, Medical and Nursing World, since 1912 
the official organ of the hospital, medical and nursing 
fields for the provinces of Ontario, Alberta and British 


Columbia, has combined with National Hygiene and Pub- 


lic Welfare to form Canadian Health, a magazine pub- 
lished for physicians, nurses, welfare workers and the 
people. The first number was issued with the new year. 

The enlarged journal, according to an editorial, “will 
seek to report for the man and woman on the street, 
some of the advances that are being made in the study of 
various preventable diseases; it will try to set forth in 
simple language how to retain good health and how to 
regain health in cases of illness. It will note progress in 
maternal and child welfare—in short everything that 
tends to the maintenance of good health among the Can- 
adian people.” 

Sir W. Arbuthnot Lane, Bart., London, England, is the 
honorary editor. The editorial staff is made up of persons 
prominent in the medical, public health, hospital and nurs- 
ing fields in Ontario, Quebec, Nova Scotia, Manitoba, 
Saskatchewan, Alberta and British Columbia. 
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How Can the Cost of Sickness Be 
Equitably Distributed? 


By CHRISTOPHER G. PARNALL, M.D. 


Medical Director, Rochester General Hospital, Rochester, N. Y. 


care, high though it may seem, is, after all, 
only one item in the total cost of sickness. 
So much has been written in the lay press and 
in the medical periodicals of late that our eyes 
have been focused on only a part of the problem, 
and even persons of more than average intelli- 
gence have come to believe that this cost is un- 
warranted. The actual cost of sickness embraces 
not only what is paid out for physicians and hos- 
pital fees, but also the other expenses and eco- 
nomic losses incident to and resulting from illness. 
In this paper I shall attempt to point out cer- 
tain facts, already well known, showing that as 
far as the economic problem of sickness is con- 
cerned, the fundamental problem to be solved is 
not the cost but rather the burden of the cost. 
Some of the articles already referred to have been 
fault finding and not at all constructive. Some 
of them have been in the nature of a defense of 
present conditions and methods in medical and 
hospital practice. I am not attempting here to 
defend medicine or the hospitals. Neither am I 
attacking those who, in trying to prove their 
points, have relied on their own individual ex- 
periences, actual or imagined, or who, by stating 
half truths, have given wrong impressions. 


[a cost of medical service and hospital 


The Hotel Versus the Hospital 


Since there is so much agitation, my position 
is that we should try honestly to find out what 
it is all about, and if evils exist to seek prompt 
and feasible remedies. In the first place, rela- 
tively, the costs are not high. That they seem 
high is no reason why we should immediately 
jump to the conclusion that they are high. If 
they are high now, they always have been high. 
We must judge them from the viewpoint of mod- 
ern standards of living, and we must be careful 
and just in our comparisons. The frequent com- 
parison of hospital care with hotel accommoda- 
tions shows an utter lack of knowledge of hos- 
pital operation. The .hotel exists to furnish 


*Read at the meeting of the Hospital Association of Pennsylvania, 
Pittsburgh, March, 1930. 





sleeping facilities and food service and to furnish 
that at a profit. This function is only incidental 
in a hospital and few hospitals return a profit. 
No person goes to a hotel unless he is prepared 
to pay and to pay promptly. If hospitals could 
be operated on the same principle as hotels, hos- 
pital costs would be something to write about. 


Costs Exceed the Charges 


No one familiar with the actual facts will ques- 
tion the statement that hospital charges have not 
advanced in proportion to the costs the hospitals 
have had to pay. Contrary to the impression 
given by a celebrated surgeon, the hospitals of 
the country have done little whining. They have 
accepted conditions as they are and have done 
the best they could. Some hospitals have 
whined; some have been extravagant. Likewise, 
some surgeons have grown rich by making un- 
necessarily high charges, by performing unneces- 
sary operations or by capitalizing reputations for 
superior skill. The great majority of hospitals 
and doctors, however, are honest and are trying 
to meet the needs of an increasingly exacting 
public. 

Is it not noticeable that those who complain 
the loudest about the unreasonableness of hospital 
charges and the cost of medical and nursing care 
are usually those whose incomes have increased 
proportionately much more than have the hos- 
pital rates or the doctors’ or nurses’ fees? I 
know of but few hospitals that are making money, 
and I am acquainted with but few doctors who 
are getting rich. As for the nurses, especially 
those who are doing private duty, one who has 
a bank account is seldom found. 

Hospitals must be a part of general commu- 
nity life. They must conform to existing stand- 
ards of living. Most of us can recall when a 
horse and buggy at $400 represented relative 
luxury in highway transportation. Such outfits, 
however, were never seen tied to hitching rails 
when a new hospital was under construction. 
Now adequate parking space must be provided 
for the automobiles for the building mechanics. 
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I am not bemoaning the passing of the old days. 
I really envy the high class artisan with his shin- 
ing, expensive automobile. The fact is that the 
average person to-day is better able, if employed, 
to pay for medical care than he was a decade ago. 
Unemployment with a consequent loss of income 
is the problem the modern wage earner must con- 
stantly face. If wages have doubled, the worker 
is no worse off if prices have doubled; but if 
prices have doubled and earning power has di- 
minished or been cut off, the disparity between 
the cost and the ability to pay is greater than 
ever. 


Methods Must Be Simplified 


Then there are always new ways of spending 
money. Luxuries become necessities. If the 
necessity for expenditure in one direction no 
longer exists, the urge to spend in another is in- 
tensified. Modern living conditions create an in- 
creased demand for hospital care, but modern 
scientific medicine has made possible a shorter 
period of treatment when hospital care is needed. 
Certain diseases that heretofore meant an eco- 
nomic drain of incalculable magnitude have 
practically disappeared. In my student days in 
medicine typhoid fever was the classical medical 
condition for teaching. To-day medical students 
may graduate without ever having seen a case 
of typhoid. For the worker in industry, work- 
men’s compensation has removed another bugbear 
of the not distant past. Occupational injuries 
to-day do not impoverish, let alone pauperize the 
worker. 

The cost of medical care is a subject as much 
misunderstood as it is overworked. Although 
costs may not be relatively as high as some of 
our critics would have the public believe, there 
are certainly ways in which economies may be 
effected. Unnecessary building and equipment; 
expensive and highly decorative service; special- 
ists; special nurses; false ideas of what is neces- 
sary; false pride; demand by patients for things 
they know they cannot afford—all have their 
bearing on the cost of medical care. 

We should get down to the essentials and insist 
on a simplification of our methods. We must be 
practical and not expect too much either in the 
way of intelligent public cooperation or in grati- 
tude for our efforts. If we preach economy, we 
should not expect the public always to practice 
it. If we do, we shall be disappointed. While 
economies doubtless can be worked out in per- 
sonal service, in structures and in equipment and 
supplies, the total saving will relatively not be 
noticeable in the rates the hospitals will have to 
charge and the fees that doctors will have to get. 
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Moderately priced hospital accommodation js 
quite generally available and patients should be 
encouraged to take it rather than to insist on 
service for which they pay only with great <iffi- 
culty. The problem will not be solved until some 
method or system is worked out under which the 
cost of sickness is equitably distributed. For the 
average person medical care is practically inevi- 
table. Instead of closing our eyes then to the fact 
that it is inevitable and bewailing the cost when 
it has to be paid for, why not face the situation, 
analyze the facts and provide adequately for it? 

Lee K. Frankel of the Metropolitan Life Insur- 
ance Company has recently published an interest- 
ing study undertaken for the Committee on the 
Cost of Medical Care which throws a good deal 
of light on the problem of the cost of sickness, 
particularly in workingmen’s families. In an at- 
tempt to find out what the average workingman’s 
family spends for illness, data were collected 
over a period of six months through the medium 
of uniform calendar forms distributed by Metro- 
politan nurses to the company’s industrial policy- 
holders. Returns were tabulated from 3,281 
families. For the first six months’ period of 1929 
only 198 families, or 6 per cent, reported no ex- 
penditure as a result of sickness. More than 
one-third of the families spent less than $25 and 
80 per cent less than $100 in the six months’ pe- 
riod. One-fifth of the total number of families 
spent 64 per cent of the total. A large part of 
the total burden, therefore, was borne by a com- 
paratively small group. Of the total of $230,907 
spent for the 3,281 families, $98,000 was for phy- 
sicians’ fees; $29,000 for medicine; $18,000 for 
dental care; $28,000 for hospital; $4,815 for oc- 
ulists; $15,000 for operations; $8,700 for nurs- 
ing; $1,255 for dispensary treatment and for 
extra household service necessitated by illness, 
$24,800. 


Iliness and the Average Family 


Forty-three per cent of the total expense went 
for doctors’ fees. Eighty-two per cent of the 
families had service from private physicians dur- 
ing the six months. The amount of money ex- 
pended for medicine slightly exceeded that for 
hospital care which represented about one-eighth 
of the total. If the data here presented can be 
considered as presenting a fair general average, 
even though the amounts may vary within a con- 
siderable range in various parts of the country 
and among various classes of the population, then 
the conclusion is obvious that slight illness im- 
poses no great problem but that in a certain pro- 
portion of the population the cost of serious ill- 
ness becomes a heavy burden on the economic 
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resources of the average family. As stated by 
Mr. Frankel, “The data indicate clearly one 
fundamental fact, namely, that sickness is a 
hazard of life comparable to other hazards, such 
as death and accident.” 


Meeting the Costs of Sickness and Health 


We might go a little further and say that health 
is a blessing of life comparable to other blessings 
such as education, transportation and security. 
How best to cope with the hazards and enjoy the 
blessings is a problem we must face. Is it not 
rather obvious that the cost of both must be 
met through combination and social organiza- 
tion? Cost of education would be just as much 
a subject for general protest as is the cost of 
medical care if the individual receiving its bene- 
fits had to pay all its costs and to pay at irregular 
and inconvenient times. We don’t do much com- 
plaining about the cost of fire protection. It is 
a community matter, shared by all, and loss from 
fire is further guarded against by insurance which 
in effect is a grouping or pooling of interests, a 
sharing of risks. 

As for public health protection, we provide it 
as we do fire protection, through public taxation. 
When it comes to personal health we wait until we 
are stricken and then complain because we think 
we have to pay excessive costs for care. It would 
be equally sensible, after taxing ourselves to pro- 
vide a fire department to protect our neighbor’s 
house from igniting from the sparks of our own 
flaming domicile, to bewail our loss because we 
carried no fire insurance. 

It would be little more difficult to determine the 
cost of the risk of sickness than that of fire or 
of death. If the burden of the cost of sickness 
were distributed, no one would seriously mind 
the cost. How can the burden be spread? 
Numerous instances may be cited where the cost 
of sickness in some measures is distributed in- 
stead of falling on those who are ill, at times when 
they are ill. In twenty European countries 
health insurance is a state function and service 
is provided at public expense, at least for a limited 
group of the population. In these countries, 
moreover, health insurance is generally regarded 
as a great boon. Probably none of the European 
types would be desirable for American applica- 
tion. Public health protection through organ- 
ized health departments has grown tremendously 
in this country in the last fifteen years and, in- 
cidentally, without any great organized assistance 
from the medical profession or the hospitals. 

Industrial medicine, with provision for medical 
and hospital service for workers and their fami- 
lies, has become a recognized system in provision 
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for sickness among the industrial working class. 
There is really nothing new about it at that. In 
the mining community in which I was born, there 
existed an organized plan, supported by con- 
tributions from the employer and the employed, 
under which medical care was available without 
cost other than the regular assessment taken out 
of the monthly pay. And the service under such 
a plan (which still continues after more than 
fifty years) was not slipshod, perfunctory on the 
part of the physician or inadequate, nor were the 
doctors second-rate men. The one who saw me 
into the world was a fine type of practitioner and 
I have known many leaders in scientific medicine 
and of highest ethical standards among mine 
physicians. 

Numerous universities have organized health 
services supported by relatively small fees paid 
by the students. The quality of medical service 
under such plans is generally good, better, I be- 
lieve, than that received by the average citizen 
from private physicians. Hospital care also is 
assured, if needed. 

These instances of sickness insurance on a lim- 
ited scale are mentioned only to indicate that 
there are plans already in operation that have 
been and are successful. They are satisfactory 
to the insured and likewise to the doctors who 
render service under them. 


What Relief May Be Promised? 


The public is getting restive and is demanding 
relief from what is generally thought to be ex- 
cessive cost of illness. Can it get the relief, and 
how? I think the question can be answered in 
the affirmative and that the only way is through 
insurance in some form or other. I can see only 
three forms: 

1. Group insurance as in industry, voluntary 

in principle. 

2. Endowment on a large scale. 

3. Public compulsory health insurance. 

We have the two former and they are not of 
sufficient scope to cover the needs. Now, let us 
consider state medicine, and by this term I mean 
medical service, embracing hospital care and all 
the adjunct activities necessary to provide for 
the care of sickness and the prevention of dis- 
ease, supplied at public expense through taxa- 
tion. I am not advocating state medicine. I am 
only trying to face the facts. Private practice 
under a contractual relationship between the pa- 
tient and physician undoubtedly has its advan- 
tages, and unquestionably for those able to pay 
its cost it will continue to be the accepted method. 
But for the wage working majority, the large 
class of those of moderate means who find it in- 
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creasingly burdensome to meet the cost of sick- 
ness as they must under existing social and eco- 
nomic conditions, there will have to be a new 
order. 

I do advocate and advocate most earnestly that 
we, who should know best how to approach this 
problem of distributing the cost of sickness, give 
serious thought to what is happening and be pre- 
pared if state medicine comes, to see that it is 
in a form that will be helpful and not harmful. 
I am afraid of the brand of state medicine that 
might be imposed on us by politicians and mis- 
guided reformers, but I really cannot see that 
state medicine in the form of insurance against 
sickness under which there is free choice by the 
patient of his physician and his hospital, if he 
needs hospital care, and in which every one must 
share, will do any great harm. Indeed it might 
conceivably be the salvation of the medical pro- 
fession and the hospitals. Charity work as such 
would of course be largely done away with. As 
is the case with industrial accident insurance 
under compensation laws, the patient would be 
no longer a subject for gratuitous relief and the 
doctors and hospitals would be sure of their pay- 
ment for service rendered. All kinds of dire re- 
sults were predicted with the advent of work- 
men’s compensation, but practically all of the 
states of the Union now have it and the medical 
profession, far from being injured, has bene- 
fited greatly. 


A Liberal Attitude Is Necessary 


In this country we should adopt more of the 
attitude of the medical profession of Canada. I 
am indebted to Dr. T. C. Routley, general secre- 
tary, Canadian Medical Association, for the in- 
formation that the organized profession of 
Canada has been asked by the government to 
assist in a national survey on the subject of state 
health insurance. The Canadian Medical Asso- 
ciation through its secretary has indicated its 
willingness to participate in such a survey. Al- 
ready there is agreement that if any system is 
adopted, it should provide complete service. It 
should include not only industrial workers, but 
their families also. It has also been established 
as a basic principle that there should be free 
choice of physician by patient and of the patient 
by the physician, and that every legally qualified 
physician should be eligible to practice under any 
proposed act and that payment should be for 
services rendered according to an acceptable 
schedule of fees. Canada is likely to have a sys- 
tem of state health insurance, but if it does, it 
will be a system satisfactory to the medical pro- 
fession of the Dominion, and one the medical pro- 
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fession has had a part in framing. If such a 
system is evolved, it will presumably be advan- 
tageous to the public. After all, nothing that is 
actually detrimental to the medical profession 
will be good for the public. 

In this country the interests of the hospitals 
and of the doctors are similar if not identical, 
but hospital and doctors alike must realize that 
they are not the ends but only the means. The 
public is not interested in preserving any of our 
prerogatives or traditions. We must become 
more socially conscious and try to meet the public 
need, if public need exists. We must be active in 
developing more constructive leadership in meet- 
ing this problem of the distribution of the burden 
of the cost of sickness. Some method of dis- 
tributing is bound to come, and it is desirable, 
whatever its form, that it be sound economically 
and socially, and suited to meet the requirements 
of American life. 





Noted Advances Made in the 
Treatment of the Insane 


The state hospital system adequately performs its func- 
tion. But the standards and the science of the care and 
treatment of the insane are constantly advancing. The 
hospitals must have adequate support if they are to keep 
abreast, says Dr. George H. Freeman, superintendent, St. 
Peter Hospital for Insane, St. Peter, Minn., in an article 
in the United States Daily. 

Recognizing the benefit of centralized authority, the 
Minnesota state hospitals are under the direction of the 
state board of control, rather than under that of a sepa- 
rate governing body for each institution. 

“That the problem was a medical one has always been 
recognized in Minnesota,” says Doctor Freeman. “The 
first hospital superintendent was a physician, and physi- 
cians have ever since been in charge of the hospitals. 

“Training schools for nurses were established at the 
state hospitals in 1889 and have been constantly in op- 
eration since. For years, a two-year course in nursing 
was offered. 

“With the rising standards of nursing education and 
its general recognition as a profession, there has been a 
reorganization of the state hospital training schools con- 
forming to these modern requirements, and there is now 
offered a three-year course, with the third year spent in 
affiliated special and general hospitals. Graduates of our 
school are now eligible for registration, just as if they 
had spent their three years of training in a general hos- 
pital. 

“Indeed, the tables are turning. Within a comparatively 
short time, I believe, the general hospitals will require 
their student nurses to spend a certain amount of time 
in hospitals for mental disorder.” 

The Minnesota state hospital system consists of three 
hospitals at St. Peter, Rochester and Fergus Falls, and 
three asylums or colonies at Willmar, Anoka and Hast- 
ings. The total number of patients under treatment is 
7,800 with an admission rate of 1,600 and a total of 1,200 
on parole. 
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The Increasing Popularity of 
Accounting Machines 


By CHARLES A. WORDELL 


Manager, St. Luke’s Hospital, Chicago 


accounting through the use of posting 

machines have induced several hospital 
superintendents to install these machines in hos- 
pital accounting departments. Automatic book- 
keeping machines are especially well adapted for 
the accounts receivable of individual patients, 
although they may also be used to post accounts 
payable and for perpetual inventory records in 
stores control. 

In many hospitals, the use of posting machines 
will reduce the clerical costs of the accounting 
department. There is the further advantage that 
totals are automatically accumulated each day 
and that cross balances are automatically com- 
puted. The drudgery of many computations is 
needless. Moreover, the control figures on rev- 
enue or cash are available at any time during the 
day. The availability of these figures is especi- 
ally helpful in the compilation of the daily report 
for the superintendent. This daily report, which 
gives the administrator a complete picture of 
conditions in the institution, usually is placed on 
the superintendent’s desk each morning. It shows 
the patient census of the institution, earnings of 
the previous day, earnings of the month to date 
and bank balances. If a bookkeeping machine 
is used, the compilation of this report is no longer 
a burden to the accounting department. 


Current Analyses of Daily Progress 


Fr accounting demonstrated in commercial 


Contrary to the general impression, the chief 
function of an accounting system is not the de- 
velopment of a historical record of financial 
transactions. Volumes of records which date 
back to the organization of the institution and 
which are regarded merely as records are cold 
and dead. A vital and dynamic system should 
be used as the basis for current analyses of daily 
progress in the hospital. To facilitate this pur- 
pose, posting machines are of real value. 

Accounting machines are available at prices 
ranging from $1,000 to $3,000. They can be 
adapted to almost any variety of hospital account- 
ing. They will handle forms varying in width 
from eleven inches to twenty-four inches. The 


number of computing registers varies from one 
to twenty-nine. On such machines all types of 
accounting entries may be made. There are other 
machines available that are adapted for use pri- 
marily with accounts receivable. 


Benefits, Tangible and Intangibl 


It is difficult to set an arbitrary point at which 
a hospital will profit from the installation of an 
accounting machine. Two hospitals, each with 
the same number of beds and patients, might use 
different numbers of clerks in their respective 
accounting departments. In general it may be 
said that if the installation of a bookkeeping ma- 
chine will make possible the reduction of the ac- 
counting staff by at least one bookkeeper, the 
machine will soon pay for itself. This saving is 
entirely additional to the more intangible benefits 
of an accurate daily report that shows the facts 
of the previous day’s business, of speed, legi- 
bility, neatness, accuracy and simplicity in post- 
ing all regular accounts. Many hospital super- 
intendents hold that these advantages are worth 
the investment in machinery, even though they 
are unable to reduce their clerical forces. 

Automatic cross balancing of figures as they 
are written in vertical columns of journal sheets 
is one of the important innovations of bookkeep- 
ing machines. A cross computing register auto- 
matically adds or subtracts crosswise the amounts 
in all of the columns in the forms, or any number 
of them, simultaneously with the writing of the 
amounts. On the largest of these machines, 
from one to twenty-nine different columns of 
either quantity or money values may be thus 
cross balanced. In computing a patient’s account, 
the register will automatically add a charge to 
the previous balance and subtract any credits for 
amounts paid by the patient, thereby computing 
the new balance. There are also column total 


registers which accumulate individual totals of 
the amounts written in each vertical column. 
They are supplied in many different sizes, and 
the size of the grand total required for each 
column in the forms governs the size of the reg- 
ister selected. 
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In addition to accumulating individual column 
totals, any or all of the registers may be con- 
nected with the cross computing register. Thus 
all amounts written in register columns so con- 
nected may also be automatically cross added, 
subtracted and balanced as they are typed. 
Through the simple operation of typing, amounts 
may be totaled automatically in vertical columns 
and simultaneously cross balanced. 

There is practically no limit to the number of 
forms and copies that may be posted at one op- 
eration. In posting a patient’s bill, for instance, 
the statement for the patient, the loose-leaf sheet 
for the accounts receivable or customers’ ledger, 
the journal distribution and the record of cash 
receipts may all be posted at the same time. In 
posting a purchase of supplies or equipment, the 
check in payment of the goods, the remittance 
statement for the vendor, the accounts payable 
or purchase ledger and the journal distribution 
may all be posted at the same time. If the op- 
erator has sufficient time, he may also record on 
the same machine the perpetual inventory cards 
that form the basis for storeroom control. 


Posting Machines Are Widely Used 


Posting machines are most widely used in hos- 
pitals to record accounts receivable. The meth- 
ods of recording accounts receivable vary with 
different industries and often with different es- 
tablishments in the same industry. The account- 
ing plan is affected largely by three factors: the 
number of customers’ accounts, this factor being 
dependent upon the size and percentage of occu- 
pancy of the hospital; the volume of debits and 
credits to the customers’ accounts; the policies 
or ideals of the accounting office. 

It is interesting to compare the requirements 
for the handling of patients’ accounts in a large 
hospital with the machine methods and special 
systems that are being generally adopted in busi- 
ness organizations. 

In a recent study of the patients’ accounting 
work in St. Luke’s Hospital, Chicago, it was 
found that with the large number of patients, the 
volume of charges and credits to their accounts 
and the difficulties usually inherent in these con- 
ditions, a revised accounting plan that would take 
advantage of mechanical devices was necessary. 
Accordingly, the hospital has installed a patients’ 
accounting system that has many of the elements 
of the plans in use in large business establish- 
ments. 

This plan provides for an account ticket pro- 
cedure by which all charges to patients from all 
departments of the hospital are entered on a 


charge ticket which is prepared in duplicate. The’ 
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tickets are numbered serially. One copy is dis- 
patched immediately to the accounting office. The 
other copy is held in the originating department 
for further reference when the ticket control and 
audit procedure require it. 

In the accounting office, the account tickets are 
sorted by room or ward numbers and are then 
posted to ledger cards that in the meantime have 
been prepared from the admission records. The 
ledger cards and a statement for the patient are 











TABLE SHOWING THE CLASSIFICATION OF | 
REVENUE FOR ST. LUKE’S HOSPITAL, CHICAGO | 
Operating Revenue Abbreviation | 
401. Board and room of patients, | 
MUEUROS POGMED 2. ccccccces PRVRM | 
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429. 


posted simultaneously with one operation on a 
posting machine. This machine posts and obtains 
account and control totals at the same time by 
classes of revenue, and indicates the nature of 
each transaction. It prepares also a proof tape 
or registration of all the transactions as they are 
posted. The classification of the revenue for St. 
Luke’s Hospital with the abbreviations that are 
printed on the patients’ statements and on the 
ledger are shown in the accompanying table. 
The revenue classification in any system of ma- 
chine bookkeeping should follow as closely as 
possible the suggested classification of the com- 
mittee on accounting of the American Hospital 
Association. As payments are received either 
from the patients as they leave the hospital or 
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by mail after they have left, receipts are written 
in duplicate under numerical control. One copy 
is given to the patient and the other copy is the 
official cash record. The cash record copies are 
sorted by room or ward number and the credits 
are posted to the statement for the patient and 
the ledger sheet at the same operation. 

This improved method of handling patients’ 
accounts has several advantages. Charges are re- 
ceived hourly from the various departments of 
the hospital and are posted promptly to the pa- 
tients’ accounts. Totals are accumulated through- 
out the day so that the control figures are 
available at any time on revenue or on cash. Not- 
withstanding the large volume of charges and 
credits handled daily in an institution of this 
kind, the work is carried on expeditiously. State- 
ments are ready for patients when they leave the 
hospital so that payment may be made without 
undue delay. To facilitate the handling of 
charges and of cash, a pneumatic tube carries the 
required papers between the accounting office and 
the other departments. 





Frequent Posting Is Necessary 


The handling of accounts of patients differs 
somewhat from that of accounts receivable in 
some other industries or institutions, because it 
is necessary to post frequently to all accounts. 
Usually in the handling of accounts receivable it 
is unnecessary to post to the accounts of all cus- 
tomers so frequently. In the case of hospital ac- 
counts for patients one or more entries are made 
to each account during the period the patient is 
in the hospital. As a result, a large portion of 
the patients’ accounts, or accounts receivable 
records, are actively used every day. 

The process of balancing and of maintaining 
accuracy and control over the ledger work is 
somewhat lengthened. The use of the posting 
machine and the supplementing of the work of 
the cashier and day operator by that of a night 
auditor who completes the posting, draws off the 
balances, compiles the control figures and audits 
accounts for discrepancies and errors, are impor- 
tant features of our system. 

Accounting machines have been used exten- 
sively, of course, for savings accounts in banks, 
for guests’ accounts in hotels and for customers’ 
accounts in merchandising establishments. Their 
use, however, for patients’ accounts in hospitals, 
with the related procedures that have been 
briefly described, is not so common. It is reason- 
able to believe that as the advantages of economy 
in clerical labor and costs, of accuracy and of 
neatness become more widely known, the use of 
accounting machines will increase. 
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Medical Society Opposes Medical 
Program of Rosenwald Fund 


The plan of Julius Rosenwald, Chicago, to provide at a 
moderate cost medical treatment and hospital care for 
persons of moderate means, is meeting with opposition on 
the part of the Chicago Medical Society which, through 
its secretary, Dr. N. S. Davis III, takes exception to the 
views of Edwin R. Embree, director of the Rosenwald 
Fund, concerning the high cost of medical care and the 
measures the fund believes would be useful in meeting 
the problem, according to the Chicago Tribune. 

The report of the Rosenwald Fund, which reviews the 
activities of the fund to June 30, 1929, sets forth its medi- 
cal program as follows: 

“1. Pay clinics for persons of moderate means in which 
patients pay fees approximating cost, including remuner- 
ation for the physicians. 

“2. Hospital projects for bed care of persons of mod- 
erate means, in which there is provision for dealing with 
the patient’s total bill, that is, both institutional charges 
and professional fees. 

“3. Medical, dental or nursing services for small com- 
munities or special groups, worked out in cooperation with 
medical societies and other organizations. 

“4. Experiments in the application of the principle of 
voluntary insurance or installment payment in meeting 
the sickness bill.” 

To this Doctor Davis replies: 

“The program of the Julius Rosenwald Fund might be 
more effective if it were changed so that it would con- 
form to the following: 

“1. Education to persuade the people of the United 
States that all medical service, whether rendered to those 
unable to pay or to those able to pay, should be paid for 
directly by those who receive it or who benefit most by a 
lowered morbidity and mortality. 

“2. Education for the popularizing of methods of pre- 
venting disease; for the popularizing of periodic medical 
examinations for all, whether in good or in bad health; 
and for increasing the willingness of people to seek and 
pay for medical service. 

“3. Education to obtain centralization of medical serv- 
ice, out and in-patient, in or adjoining hospitals. 

“4. Assistance in the improvement of medical service 
by the fostering of post graduate education in Chicago 
and the other medical centers of the United States. 

“5. Assistance in devising ways and means of lessening 
the cost of hospitalization, nursing care, laboratory and 
medical service, or in obtaining funds to pay the 
difference between the costs of such services and what 
the people can pay. 

“It is believed that the medical profession would co- 
operate wholeheartedly if you had such a program.” 





Venice Has Seaside Hospital 


Not long ago, there was erected along the seashore, the 
Lido, of Venice, a group of buildings known as the 
Ospedale al Mare, or seaside hospital. 

According to the Journal of the American Medical As- 
sociation, the hospital has 2,000 beds available, a large 
number of which are for clinical patients, and during the 
past year it recorded a total of 304,000 days of treatment. 
The buildings comprise a seaside hospice, a training center 
for rachitic patients, pavilions for the various forms of 
treatment, infirmaries and terraces for heliotherapy. 
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In addition to accumulating individual column 
totals, any or all of the registers may be con- 
nected with the cross computing register. Thus 
all amounts written in register columns so con- 
nected may also be automatically cross added, 
subtracted and balanced as they are typed. 
Through the simple operation of typing, amounts 
may be totaled automatically in vertical columns 
and simultaneously cross balanced. 

There is practically no limit to the number of 
forms and copies that may be posted at one op- 
eration. In posting a patient’s bill, for instance, 
the statement for the patient, the loose-leaf sheet 
for the accounts receivable or customers’ ledger, 
the journal distribution and the record of cash 
receipts may all be posted at the same time. In 
posting a purchase of supplies or equipment, the 
check in payment of the goods, the remittance 
statement for the vendor, the accounts payable 
or purchase ledger and the journal distribution 
may all be posted at the same time. If the op- 
erator has sufficient time, he may also record on 
the same machine the perpetual inventory cards 
that form the basis for storeroom control. 


Posting Machines Are Widely Used 


Posting machines are most widely used in hos- 
pitals to record accounts receivable. The meth- 
ods of recording accounts receivable vary with 
different industries and often with different es- 
tablishments in the same industry. The account- 
ing plan is affected largely by three factors: the 
number of customers’ accounts, this factor being 
dependent upon the size and percentage of occu- 
pancy of the hospital; the volume of debits and 
credits to the customers’ accounts; the policies 
or ideals of the accounting office. 

It is interesting to compare the requirements 
for the handling of patients’ accounts in a large 
hospital with the machine methods and special 
systems that are being generally adopted in busi- 
ness organizations. 

In a recent study of the patients’ accounting 
work in St. Luke’s Hospital, Chicago, it was 
found that with the large number of patients, the 
volume of charges and credits to their accounts 
and the difficulties usually inherent in these con- 
ditions, a revised accounting plan that would take 
advantage of mechanical devices was necessary. 
Accordingly, the hospital has installed a patients’ 
accounting system that has many of the elements 
of the plans in use in large business establish- 
ments. 

This plan provides for an account ticket pro- 
cedure by which all charges to patients from all 
departments of the hospital are entered on a 


charge ticket which is prepared in duplicate. The 
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tickets are numbered serially. One copy is dis- 
patched immediately to the accounting office. The 
other copy is held in the originating department 
for further reference when the ticket control and 
audit procedure require it. 

In the accounting office, the account tickets are 
sorted by room or ward numbers and are then 
posted to ledger cards that in the meantime have 
been prepared from the admission records. The 
ledger cards and a statement for the patient are 








TABLE SHOWING THE CLASSIFICATION OF 
REVENUE FOR ST. LUKE’S HOSPITAL, CHICAGO 


Operating Revenue Abbreviation 
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posted simultaneously with one operation on a 
posting machine. This machine posts and obtains 
account and control totals at the same time by 
classes of revenue, and indicates the nature of 
each transaction. It prepares also a proof tape 
or registration of all the transactions as they are 
posted. The classification of the revenue for St. 
Luke’s Hospital with the abbreviations that are 
printed on the patients’ statements and on the 
ledger are shown in the accompanying table. 
The revenue classification in any system of ma- 
chine bookkeeping should follow as closely as 
possible the suggested classification of the com- 
mittee on accounting of the American Hospital 
Association. As payments are received either 
from the patients as they leave the hospital or 
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by mail after they have left, receipts are written 
in duplicate under numerical control. One copy 
is given to the patient and the other copy is the 
official cash record. The cash record copies are 
sorted by room or ward number and the credits 
are posted to the statement for the patient and 
the ledger sheet at the same operation. 

This improved method of handling patients’ 
accounts has several advantages. Charges are re- 
ceived hourly from the various departments of 
the hospital and are posted promptly to the pa- 
tients’ accounts. Totals are accumulated through- 
out the day so that the control figures are 
available at any time on revenue or on cash. Not- 
withstanding the large volume of charges and 
credits handled daily in an institution of this 
kind, the work is carried on expeditiously. State- 
ments are ready for patients when they leave the 
hospital so that payment may be made without 
undue delay. To facilitate the handling of 
charges and of cash, a pneumatic tube carries the 
required papers between the accounting office and 
the other departments. 


Frequent Posting Is Necessary 


The handling of accounts of patients differs 
somewhat from that of accounts receivable in 
some other industries or institutions, because it 
is necessary to post frequently to all accounts. 
Usually in the handling of accounts receivable it 
is unnecessary to post to the accounts of all cus- 
tomers so frequently. In the case of hospital ac- 
counts for patients one or more entries are made 
to each account during the period the patient is 
in the hospital. As a result, a large portion of 
the patients’ accounts, or accounts receivable 
records, are actively used every day. 

The process of balancing and of maintaining 
accuracy and control over the ledger work is 
somewhat lengthened. The use of the posting 
machine and the supplementing of the work of 
the cashier and day operator by that of a night 
auditor who completes the posting, draws off the 
balances, compiles the control figures and audits 
accounts for discrepancies and errors, are impor- 
tant features of our system. 

Accounting machines have been used exten- 
sively, of course, for savings accounts in banks, 
for guests’ accounts in hotels and for customers’ 
accounts in merchandising establishments. Their 
use, however, for patients’ accounts in hospitals, 
with the related procedures that have been 
briefly described, is not so common. It is reason- 
able to believe that as the advantages of economy 
in clerical labor and costs, of accuracy and of 
neatness become more widely known, the use of 
accounting machines will increase. 
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Medical Society Opposes Medical 
Program of Rosenwald Fund 


The plan of Julius Rosenwald, Chicago, to provide at a 
moderate cost medical treatment and hospital care for 
persons of moderate means, is meeting with opposition on 
the part of the Chicago Medical Society which, through 
its secretary, Dr. N. S. Davis III, takes exception to the 
views of Edwin R. Embree, director of the Rosenwald 
Fund, concerning the high cost of medical care and the 
measures the fund believes would be useful in meeting 
the problem, according to the Chicago Tribune. 

The report of the Rosenwald Fund, which reviews the 
activities of the fund to June 30, 1929, sets forth its medi- 
cal program as follows: 

“1. Pay clinics for persons of moderate means in which 
patients pay fees approximating cost, including remuner- 
ation for the physicians. 

“2. Hospital projects for bed care of persons of mod- 
erate means, in which there is provision for dealing with 
the patient’s total bill, that is, both institutional charges 
and professional fees. 

“3. Medical, dental or nursing services for small com- 
munities or special groups, worked out in cooperation with 
medical societies and other organizations. 

“4, Experiments in the application of the principle of 
voluntary insurance or installment payment in meeting 
the sickness bill.” 

To this Doctor Davis replies: 

“The program of the Julius Rosenwald Fund might be 
more effective if it were changed so that it would con- 
form to the following: 

“1. Education to persuade the people of the United 
States that all medical service, whether rendered to those 
unable to pay or to those able to pay, should be paid for 
directly by those who receive it or who benefit most by a 
lowered morbidity and mortality. 

“2. Education for the popularizing of methods of pre- 
venting disease; for the popularizing of periodic medical 
examinations for all, whether in good or in bad health; 
and for increasing the willingness of people to seek and 
pay for medical service. 

“3. Education to obtain centralization of medical serv- 
ice, out and in-patient, in or adjoining hospitals. 

“4. Assistance in the improvement of medical service 
by the fostering of post graduate education in Chicago 
and the other medical centers of the United States. 

“5. Assistance in devising ways and means of lessening 
the cost of hospitalization, nursing care, laboratory and 
medical service, or in obtaining funds to pay the 
difference between the costs of such services and what 
the people can pay. 

“It is believed that the medical profession would co- 
operate wholeheartedly if you had such a program.” 





Venice Has Seaside Hospital 


Not long ago, there was erected along the seashore, the 
Lido, of Venice, a group of buildings known as the 
Ospedale al Mare, or seaside hospital. 

According to the Journal of the American Medical As- 
sociation, the hospital has 2,000 beds available, a large 
number of which are for clinical patients, and during the 
past year it recorded a total of 304,000 days of treatment. 
The buildings comprise a seaside hospice, a training center 
for rachitic patients, pavilions for the various forms of 
treatment, infirmaries and terraces for heliotherapy. 
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NUTRITION, DIET KITCHENS, DIETS 
By L. Kuttner, K. Isaac-Krieger, D. Kwilecki, 
Handbucherei Fiir Das Gesamte Krankenhaus- 
wesen VI, Published by Julius Springer, 
Berlin, 1930" 

HIS comprehensive booklet, covering the 
Tie of the organization and work of the fast 

developing dietary departments of German 
hospitals, is divided into three sections. It starts 
with a clearly expressed and elementary and 
fundamental discussion of the nutritional needs of 
the body and the nutritional values of various 
types of food. 

The second part discusses hospital dietaries, 
beginning with the routine diets, full diets, soft 
diets with or without meat, and “fever diets,” 
which are semiliquid in consistency. It next lists 
test diets, among them the familiar Schmidt diet 
and Ewald Boas test meal, and various others. 
These are followed with specific directions for the 
giving of various special diets. These include 
diets for use in the treatment of stomach condi- 
tions, constipation, diabetes mellitus, gout, nephri- 
tis, obesity, emaciation, tuberculosis and the high 
purin diet in pernicious anemia. 

An interesting table is given in connection with 
diabetic diets, in which the carbohydrate values 
of various foods are given in comparison with the 
amount of carbohydrate in twenty grams of white 
bread. This table would be useful in teaching 
either patients or nurses. It is also noteworthy 
that in the discussion of the diet in nephritis, the 
caution is expressed that no patient should be 
kept for more than a few days on a diet contain- 
ing less than fifty grams of protein, his probable 
protein requirement. This emphasis on the fact 
that the normal nutritional requirements of the 
patient must always be met in spite of any re- 
strictions that may be imposed, is stressed sev- 
eral times. 

The third section of the book, which deals with 
diet kitchens, discusses the necessity for training 
dietitians to take charge of such units. Such 
training is now being offered in one year courses, 





1This review of “Nutrition, Diet Kitchens, Diet,”’ was written by 
Mary W. Northrop, supervising dietitian, Montefiore Hospital, New 
York City. 


Director, Montefiore Hospital, New York City 


either to nurses or to other persons with the 
equivalent of ten years’ previous schooling and 
a good knowledge of cookery and food prepara- 
tion. This dietitian should be expected to take 
full charge of the personnel and the work of the 
diet kitchen. 

Several photographs and floor plans of existing 
diet kitchens are given, as well as the plan and 
the equipment list of an ideal unit. The most 
striking thing about these kitchens is the large 
number of special diets they are expected to pre- 
pare and, in the case of the ideal plan, the large 
amount of floor space that is to be occupied and 
the elaborateness of the equipment. No list of 
the personnel required to operate such a diet kit- 
chen is given, but it must certainly outnumber 
that which we in the United States are accus- 
tomed to think we can afford to staff a special diet 
kitchen. 

The principle of these diet kitchens seems to 
be to treat the patient as an individual, but to 
make up his diet from the general scheme of foods 
prepared on the menu with a constant view to 
economy. 

Although the booklet contains several minor 
errors, it seems to be fundamentally sound. It 
may be of interest to an American dietitian as a 
comparison of the development of the profession 
in this country and in Germany, although it will 
hardly make any addition to her fund of infor- 
mation. 


THE HOSPITALS IN AMSTERDAM 
By J. L. C. Wortman, M.D. 


After having described the general hospitals 
of Amsterdam in previous numbers of Het Zie- 
kenhuiswezen, the author begins a new chapter on 
special hospitals. A number of institutions are 
qualified for classification as special hospitals 
which aim at treatment and research in definite 
groups of disease. First of all, there is the Can- 
cer Institute which is called the Antoni van 
Leeuwenhoek Huis after the famous inventor of 
the microscope. 

After the war the cancer committee induced 
the government to turn over to their uses the 
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military hospital that had just been closed. The 
hospital was completely remodeled. Arrange- 
ments were made for three research departments 
—pathology, biochemistry and physics. The his- 
tological laboratories of the Municipal University 
were added to this institution. Beds for forty 
patients and an out-patient department with large 
radiographic and surgical departments are con- 
nected with the research building. 

The second institution described is the Emma- 
Kinderziekenhuis, a hospital for infants and chil- 
dren under the auspices of the queen mother. 
Although it is equipped with modern scientific 
apparatus, managed by medical experts and pro- 
vided with a splendid nursing staff, the building, 
erected in the last century, is now out of date. 

In the March number of Het Ziekenhuiswezen 
Doctor Wortman completes his series of articles 
on this subject with a description of three special 
hospitals: the Neuropsychiatric Clinic, the Hos- 
pital for Epileptics and the Maternity Hospital 
and State School for Midwives. 

The Neuropsychiatric Clinic is a teaching hos- 
pital and is part of the (Calvinistic) University 
of Amsterdam. It has an intimate relation to the 
Christian asylums in the country. The details 
concerning this clinic have been published by 
Prof. L. Bowman in one of the publications of 
the Rockefeller Foundation issued in April, 1925. 

The Hospital for Epileptics is a private insti- 
tution open to give ward and out-patient service 
to patients suffering from the earliest stages of 
epilepsy. The institution was founded mainly 
for the purpose of research into the causes and 
treatment of this disease. The hospital is espe- 
cially equipped for the management of this type 
of patient and has spacious gardens, recreation 
rooms and a department for occupational therapy. 
The nursing of these patients is in the hands of 
specially trained personnel, who are equipped by 
training to handle the mental aspects of this 
disease. 

The Maternity Hospital and State School for 
Midwives is one of three schools in the country 
based on the same working scheme. Pupils are 
admitted after the successful completion of state 
examinations and serve an apprenticeship of 
three years. The first year is devoted to theo- 
retical subjects and the curriculum shows courses 
in anatomy, physiology, bacteriology, obstetrics, 
physics and chemistry. The curriculum for the 
second year is identified with most of the work 
in the clinic. During the third year the pupils 
assist at deliveries under the guidance of munici- 
pal midwives. During this year clinical lectures 
on the phantom alternate with theoretical lec- 
tures on nursing problems of maternity cases. 
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The author points out that a thorough train- 
ing of midwives in Holland is considered of great 
importance, since most of the population in that 
country depends on midwives for obstetrical 
assistance. 

The article is beautifully illustrated with inte- 
rior and exterior photographs, and ground plans 
are shown for the more important sections of 
the hospital. 


DAS BRANDENBURGISCHE TUBERKU- 
LOSEKRANKENHAUS IN THE CITY OF 
TREUENBRIETZEN, PROVINCE OF 
BRANDENBURG, GERMANY ' 


“Das Brandenburgische Tuberkulosekranken- 
haus in the City of Treuenbrietzen, Province of 
Brandenburg, Germany,” is a description of that 
institution with particular emphasis on the hy- 
gienic layout. It is published by the German Ar- 
chitectural Magazine under the authorship of 
Richard Lang, state architect, in collaboration 
with the director of the institution, Doctor Rie- 
mann, and the physician-in-chief, Doctor Wohl- 
farth. 

According to this interesting pamphlet a unique 
institution is functioning in Treuenbrietzen. It 
consists of three parts: a working home for the 
homeless poor; a hospital for women and children 
up to sixteen years of age who are suffering with 
pulmonary tuberculosis; a hospital for men suffer- 
ing with tuberculosis. 

The applicant for admission to the working 
home must agree on application to remain in the 
home for a certain length of time without com- 
pensation. The home, which took eight months 
to build, was opened to the public at the end of 
1914. It contains 233 beds. The cost, including 
equipment, was about $400 a bed. 

The construction of the other two parts of this 
institution, the sections for tuberculous patients, 
was begun shortly before the World War and com- 
pleted in 1916, after which time it was used for 
a short period for soldiers suffering with tuber- 
culosis. Despite the rising costs of construction 
during the war, the expense for putting up these 
buildings, including equipment, was less than $900 
a bed. 

It was the original intention of the manage- 
ment to admit severe chronic cases other than 
tuberculosis to these institutions, but this plan 
met with disaster because the patients refused 
to be placed in “houses of death.” 

The description of the institutions as a whole 
gives the impression of completeness. 


1 Reviewed by M. D. Goodman 
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Practical Administrative Problems: 
How to Save Money in the Heat, 
Light and Power Department 


By JOSEPH C. DOANE, M.D. 


HE major portions of the hospital dollar are 
spent in paying personnel salaries, in pur- 
chasing food and in providing heat, light 

and power. It is usual to spend from 40 to 50 

per cent of the gross per capita cost for personnel 

services, 25 per cent for food and from 14 to 16 

per cent for the heating and lighting of institu- 

tional buildings and in maintaining them in the 
proper state of repair. It can be seen, therefore, 
that any improvement in the efficiency of this de- 

partment offers at once an opportunity to save a 

considerable sum of money annually. 

But the presence of warm and light buildings 
and the absence of faulty and leaking plumbing 
are conditions that are often not properly appre- 
ciated, at least from the angle of production costs. 
When pure water flows from a hundred spigots 
at the mere turn of the wrist, the complicated 
and expensive processes necessary to make this 
possible are likely to be forgotten. When high 
pressure steam is continually available for the 
sterilization of instruments, the cooking of foods 
and the driving of machinery, the necessity there- 
for is immediately conceded but the expense is 
often given little consideration. 


A Little Understood Department 


No department of the hospital is more basically 
necessary than the one that is now under discus- 
sion. By the same token, it may be said that few 
departments are less understood by the members 
of the hospital personnel generally, as to their or- 
ganization and functioning. It has become the 
custom in some institutions for each new class 
of probationers to be given a tour of inspection 
of the hospital, when the machinery and meth- 
ods necessary for the production of steam and 
the manufacture of electricity are demonstrated 
and explained. When the nurse, at the begin- 
ning of her course, is brought to understand the 
expense necessary for the conduct of the power 
house, she is less likely to waste water and more 
likely to protect the complicated sterilizing and 
cooking apparatus she is required to use later. 

The organization of this department varies 
considerably throughout the hospital field. In 
some institutions, all those whose duties relate 
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either to the repair or to the maintenance of hos- 
pital property answer to the chief engineer. There 
are, however, many policies, the adoption or re- 
jection of which will determine not only the or- 
ganization of this department but also the number 
and necessary training of the members of its per- 
sonnel. Several basic problems immediately pre- 
sent themselves to a board of trustees that is 
contemplating the construction of a new hospital 
or the reorganization of an old one. 


Shall the Hospital Produce Its Power? 


Should the hospital make or buy its steam for 
heating and sterilizing, and its electricity for 
light and power? In the industrial field, the 
adoption of a plan of cooperative effort has re- 
sulted in some instances in the construction of a 
central power house which may supply steam and 
electricity to various near-by manufacturing 
plants. It is a common practice for groups of 
homes to receive their heat from a central plant. 
Electricity is a commodity that no householder 
would attempt, except in rural districts, to pro- 
duce for himself. 

But it is at once evident that the requirements 
of the hospital vary materially from those of a 
manufacturing establishment. The hospital re- 
quires electricity and steam, not ten but twenty- 
four hours a day. The hospital needs both high 
and low pressure steam. It requires electricity 
at a time of day when manufacturing plants are 
closed. It needs the greatest amount of steam 
for heating, cooking, sterilizing and cleaning at 
a time when it requires the least electricity. Its 
laundry draws heaviest on its available steam sup- 
ply in the morning and afternoon hours. Yet 
when night falls elevators must still be used and 
instruments sterilized. Not until midnight ar- 
rives does the engineer note that the needles of 
his steam gauges tend to climb without a full fire 
under his boilers. 

Even then the urgent demand for that costly 
commodity, steam, is lessened only for a few 
hours. Often long before daybreak the use of 
steam cookers needed to prepare the hospital’s 
food for the day requires that boiler fires must 
again be actively stoked. To meet this pressing 
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need, the superintendent of the hospital is often 
sorely perplexed, not only as to the best method 
of conducting his power plant but often as to the 
means of procuring money to meet the barest of 
necessities from the standpoint of the purchase 
of machinery and of its proper maintenance and 
upkeep. 

The size of the institution determines largely 
the question of whether it is more economical to 
manufacture or to purchase steam for heating, 
and electricity for lighting. The location of the 
institution in relation to its distance from utility 
and public service companies is also a determining 
factor. The cost of labor in the immediate vicin- 
ity is an important consideration. 


By-Products That May Be Utilized 


On the other hand, it may be said that there are 
many valuable by-products that can be utilized to 
advantage if the institution has its own power 
plant. Exhaust steam may be used for heating 
and may be considered, therefore, a money sav- 
ing by-product of the manufacture of electricity. 
Power house workers, at the times they are not 
concerned with supervising the functioning of the 
machinery, may serve a useful purpose in per- 
forming repair and maintenance work. The re- 
pair of sterilizing equipment, hospital apparatus 
and even the manufacture of furniture and equip- 
ment useful in the treatment of the sick are all 
valuable services that may be rendered at little 
extra cost by those attached to this department. 
It is an expensive, as well as an ineffective pro- 
cedure for a hospital of fifty or more beds to be 
required to send to near-by plumbing shops for 
aid when minor repairs are needed about the in- 
stitution. The service is less prompt than is the 
case when more or less skilled labor is at hand. 

The cost of purchasing these commodities de- 
pends somewhat on the location of the hospital 
and the expense of producing steam and of man- 
ufacturing electricity. Some institutions secure 
electricity for as low as one cent a kilowatt hour. 
Others, beginning at from two to three cents a 
kilowatt hour, eventually reach a minimum figure 
after a certain fixed amount of electricity has been 
used. Steam is purchased in some instances for 
from eighty cents to $1 for 1,000 cubic feet. Here 
again a sliding scale is often effective and the 
amount used will somewhat determine the econ- 
omy of buying it. Such a decision can be reached 
only after a careful computation of construction 
costs which must take into account the probabili- 
ties of the future needs of the institution. 

Since the expense of -building and furnishing 
a power plant is considerable, the interest on the 
money thus spent, plus the later cost of manning 
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such a building, must be carefully compared with 
the outlay of money required to purchase light 
and heat. In some institutions it has been found 
advisable during the summer months to produce 
only the high pressure steam required for cook- 
ing and sterilizing and to shut down generators 
and purchase electricity for light and power. This 
is particularly the practice where low pressure or 
exhaust steam is used for heating. When steam 
and electricity can be purchased as cheaply as it 
can be produced, a great load is lifted from the 
shoulders of the superintendent since he must 
continually labor under the threat of a break- 
down in the power plant, an occurrence that pro- 
duces embarrassing, if not disastrous results in 
the care of the sick. 

The chief engineer usually answers to the su- 
perintendent or to the assistant superintendent 
from whom he receives his orders directly. A 
situation that exists in some institutions needs 
only to be mentioned to be condemned. When a 
board committee on property and maintenance 
has become accustomed to deal directly with the 
chief engineer, efficiency departs and friction en- 
ters. This usually results when the name of an 
engineer of distinction appears on the board 
roster and he, forgetful of the policies of good 
administration he follows in his business, desires 
to deal with the chief engineer around the desk 
of the superintendent. 


































The Chief Engineer and His Helpers 





The chief engineer is one of the key members 
of the hospital personnel. His importance and 
that of his department have been suggested. Yet 
frequently there is found occupying this impor- 
tant position a man with no particular training 
insofar as the basic mechanical and chemical 
phases of his work are concerned. Notwithstand- 
ing this drawback, he is apt to be honest, faithful 
and hard working. Sometimes he has come to the 
hospital from the field of industry. Often he has 
been responsible for the power plant machinery 
of a hotel or an apartment house. Usually he is 
more practically than didactically educated and 
has little idea of why his machinery so easily per- 
forms the work required of it. He is confounded 
when asked the reason for the functioning of 
water softeners. Yet he knows that joints must 
be tight and that water must never disappear 
from the fireman’s gauge. His office is frequently 
found in a noisy and untidy room adjoining the 
boiler plant and too frequently it fails to register 
the same impression of orderliness and cleanli- 
ness that are so conspicuous in his engine room. 
Usually, he is something of an autocrat but only 
because necessity requires it. 
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How much help does the chief engineer need to 
meet the demands made on him? The answer to 
this question is to be found in consideration of 
the size, character and age of the buildings which 
he must heat, light and keep in repair. In a cer- 
tain 400-bed hospital in a New England city, the 
following is the list of salaries of the members 
of the personnel of the department of heat, light 
and power: 

One chief engineer and foreman of mainte- 
nance, $375 a month and one meal daily. 

One assistant engineer, $200 a month and full 
maintenance. 

One second assistant engineer, $135 a month 
and full maintenance (in charge of power house). 

Three carpenters, $120 a month and one meal 
(extra carpenters when needed are engaged at 
80c an hour). 

Two painters, $120 a month and one meal. 

One mechanic, $120 a month and one meal. 

One assistant mechanic, $115 a month and one 
meal. 

One electrician, $120 a month and one meal. 

One handy man, $65 a month and maintenance. 

Three watch engineers and one tramp engineer, 
$120 a month and one meal. 

Three firemen, $70 a month and three meals. 

Miscellaneous help including: 

Eight elevator operators, $40 a month and 
maintenance. 

One engineer’s clerk, $125 a month and one 
meal. 

Two foremen of cleaners, $90 a month and one 
meal. 

Nine cleaners, $65 a month and three meals. 


An Economic Asset 


The amount of money required to pay the sal- 
aries of the members of the personnel of this 
department represents the expenditure of about 
$36,000 a year. In this institution, the chief en- 
gineer feels that he has a staff of sufficient size. 
Considerable manufacturing is done and all of 
the repairing of institutional furniture is per- 
formed by the hospital carpenters. It will be at 
once seen that this hospital has adopted the policy 
of maintaining its own plant in proper repair 
without the aid of workmen from without. The 
engineer is a good disciplinarian and is capable 
of making rounds, of discovering needs for the 
services of members of his corps and of seeing 
that such work is properly performed without 
consulting a busy superintendent. A man of the 
type who is able to observe maintenance defects, 
and to correct them without being ordered to do 
so is of the greatest value to the hospital. In this 
institution, eight cents of the hospital dollar is 
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spent for fuel and 16.6 per cent of the total out- 
lay is expended for plant maintenance, including 
heating and lighting. 

One is likely to observe a great variation in the 
balance sheets of hospitals generally in this latter 
figure. Such items as are listed here explain the 
wide range in these cost figures: type of hospital; 
age of power plant and its efficiency; efficiency of 
operators; type of equipment; existence of a pur- 
chasing or manufacturing policy as to steam and 
electricity ; the kind of fuel employed; the pres- 
ence or absence of proper economy in such mat- 
ters as the employment of exhaust steam for 
heating, the presence of return pumps and lines, 
the reheating of boiler water, the presence of a 
water softener and the constant and meticulous 
attention to the details of maintaining the plant 
in proper repair. 


Sources of Waste 


Some comment will now be made in regard to 
several of the most important of these items. A 
hospital plant consisting of a number of detached 
buildings with the power house at some distance 
from the hospital proper and thus requiring long 
steam lines cannot always be economically heated 
and lighted. It is a well known fact that there 
is a limit beyond which high and low pressure 
steam cannot be transmitted effectively. One is 
frequently surprised to find in an otherwise well 
conducted hospital basement pipe tunnels filled 
with steam lines that were left uncovered at the 
time of their construction or else stripped of their 
insulation when repairs became necessary. 

Dr. Donald J. MacIntosh, medical superintend- 
ent, Western Infirmary of Glasgow, Glasgow, 
Scotland, is the authority for the statement that 
in 6-inch steam lines, 120 feet long, uncovered 
pipes will condense 1.39 pounds of steam per lin- 
eal foot per hour, with a pressure of 100 pounds 
and with the temperature of outside air at 62° F. 
But under the same conditions, with the covered 
pipe, but .1747 pounds will condense per lineal 
foot per hour. This authority also states that if, 
at 100 pounds pressure, 293 pounds of steam per 
minute pass through such a line, a loss of hut 1 
pound of pressure at a distance of 120 feet will 
result. It can be seen that in the course of time 
much money may be saved by conserving the coal 
pile at the power house if steam lines are prop- 
erly insulated throughout their whole length. 

Another source of waste is the failure promptly 
to repair leaks in main or branch steam lines. On 
a cold winter’s day when boilers are being used 
to capacity, too frequently are pipe tunnels found 
spouting steam from a dozen leaking joints. Such 
a condition, coupled with carelessness in replac- 
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ing insulation when repairs to lines are necessary, 
represents an inexcusable waste of hospital funds. 

The state of repair of the machinery in the 
power house is of utmost importance from the 
standpoint of economy. In one institution, it was 
found that by replacing old generator units, as 
well as grates and combustion chambers, by in- 
stalling a CO, apparatus, by buying better coal 
and weighing it carefully, a 50 per cent increase 
in ward and room cubage and a 500 per cent in- 
crease in electricity requirements were made with 
but a 20 per cent increase in coal expenses. Too 
few engineers give as much attention to the type 
of coal purchased as they should. This is partic- 
ularly true when it is considered that for a very 
little expenditure, the number of British thermal 
units that each ton produces and the percentage 
of chemical ash that remains may be ascertained 
easily. 

A good grade of coal should produce at least 
12,500 B.t.u. and should not show more than 14 
per cent of chemical ash. With proper coal and 
an efficient boiler equipment, each pound of fuel 
should evaporate at least eight times its weight in 
water. This result cannot be secured, however, 
with dirty boiler tubes. One of the major extrava- 
gances of the power house is the presence of tube 
scale. In the home, it would be no greater waste 
if the owner bought and burned the best type of 
coal, yet neglected to close the outside doors and 
windows. 


The Value of Competent Operators 


Operators who are intrusted with the care of 
many thousands of dollars worth of moving ma- 
chinery must be well trained, conscientious and 
above all attentive to the matter of inspecting and 
speedily repairing such equipment. An inspection 
of all moving machinery at the conclusion of each 
tour of duty, before handing the plant over to the 
incoming engineer, is of greatest importance. 
Indeed, many watch engineers refuse to accept 
the responsibility of a plant until a joint inspec- 
tion has been made with the retiring engineer. 
Firemen who allow water to disappear from sight 
in their glass have no place in the hospital power 
house. One who does not wet down ashes but 
allows them to burn grates is almost equally cul- 
pable. He who stokes his boiler so hard that coal 
is wasted is an expensive person indeed. From 
the inspection of ashes, like the inspection of gar- 
bage, much can be learned as to the efficiency of 
operators and power plants. 

Perhaps the majority of hospital power houses 
do not possess a water softener. As has been 
intimated, most hospital engineers know but little 
concerning the principles of inorganic chemistry 


THE MODERN HOSPITAL , 105 





operative in the preparation of water before it is 
turned into boiler tubes. As most superintend- 
ents know, water has varying degrees of hard- 
ness. This condition is due to the presence of the 
salts of magnesium and calcium in solution. A 
number of processes have been found to be effect- 
ive. These may be classed under those that are 
of the “lime and soda” type and those that depend 
on the “salts” process. Water may vary in hard- 
ness from 5 to 40 per cent concentration. These 
chemicals must be precipitated from boiler water 
because of the certainty that if this is not done 
a deposit of a rocklike hardness will occur on the 
inner surfaces of boiler tubes which will serve 
effectively to insulate heat from the water or the 
reverse. 


What Fuel Shall Be Used? 


The kind of fuel employed as well as the type 
of stoker used, if any such apparatus is employed, 
are also important factors. Some institutions in- 
stead of burning coal, burn oil. It is a common 
feeling that little money can be saved by this 
practice, but there are factors that may alter this 
deduction. If oil may be purchased for less than 
four cents a gallon and if from 150 to 200 gallons 
are equivalent to a ton of coal, the slightly addi- 
tional original outlay may be somewhat counter- 
balanced by the saving in personnel or in the cost 
of removing ashes. This problem, however, is 
one with so many local considerations that no 
generally applicable solution can be offered here. 

Careful consideration at the time of construc- 
tion of the hospital should be given not only to 
the most economical type of installation at the 
time but also as to its cost of upkeep and the abil- 
ity of the grade of help procurable to handle 
properly the type of equipment installed. A com- 
bined coal and ash conveyor is dangerous unless 
emergency equipment is installed, because of the 
disastrous effect of a breakdown. Apparatus that 
is too complicated to be understood by the type 
of engineer the hospital is able to employ is ill 
placed. Even contractors of reputation have been 
known to install expensive power house equip- 
ment in a faulty manner. In an Eastern institu- 
tion, an electrical contractor recently installed an 
expensive turbo-generator in such a way that air 
for cooling the motor was drawn from a damp 
steam tunnel. As a result, $5,000 damage was 
done because of a short circuit that destroyed the 
motor. 

The engineer should be held strictly accountable 
for the efficient conduct of those answering to 
him. The superintendent should support his chief 
engineer and he should never be guilty of med- 
dling, since meddling is always destructive. 
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Editorials 


‘ Is the Hospital a Business? 


HROUGH the revolving doors of the nation’s 
T patata hostelries there flows a continuous 

stream of men and women who are willing 
and able to pay well for good food and restful 
beds. Great fortunes have been amassed by those 
who have sensed the desires of a never resting 
public and who have been able to translate them 
into towering hotels where good service to the 
travel weary is the first consideration. 

Into the management of the country’s hostelries 
for the sick have crept many of the efficient and 
salesmanlike practices that characterize the mod- 
ern hotel. Hospital and hotel lobbies are observed 
more and more to resemble each other. Business- 
like clerks, pert messenger boys with jauntily set 
caps, courteous elevator girls and efficient start- 
ers, and even flower and drug stands meet the 
eye of the man who seeks either food and rest 
in the hotel or mental or physical cure in the 
hospital. 

Yet how far apart are many of the motives that 
activate these two public utilities! The hotel 
must be made to pay, else disgruntled stockhold- 
ers will engage new managers; the public hospital 
never pays dividends that can be expressed in 
dollars and cents. Here and there, however, may 
be found an institution for the sick which brings 
to its owners a real monetary return. More fre- 
quently of late are so-called hospitals being con- 
structed by groups of financiers who believe that 
the care of the sick can be made as profitable as 
that of the well. Rooms priced from $20 to $50 
a day is the slogan of some such institutions. 
Hotels for the sick that are conducted for profit 
may no doubt exemplify efficiency in business 
methods to a degree impossible to the community 
hospital. On the other hand, the care of the sick 
poor is a burden that prevents profits in dollars. 
It does, however, present possibilities for a soul 
nourishing service beside which monetary divi- 
dends pale in importance. 

Let those who will purchase medical care in 
de luxe hostelries for the sick, but let not those 
humbler institutions, whose riches are of the 
heart only, despair. Theirs is a purpose that is 
nobler than worldly gains, a destiny that rests 
on the generous impulses of human hearts and 
on the sustaining knowledge of service to those 
upon whom our civilization must stil rely for 
its solidarity. 
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Simplification of Supplies Advances 


One Step Farther 


HE sizes of hospital beds and _ hospital 
blankets having been standardized, the next 
logical step seems to be to standardize the 
size of hospital sheets. There is good hope that 
this desirable result will follow the recommenda- 
tion for a 108-inch length for sheets made by 
the standing committee on simplification of hos- 
pital and institutional cotton textiles at its meet- 
ing on March 27, reported elsewhere in this issue. 
The action taken is significant because of the 
tendency it exemplifies. It is one of the develop- 
ments in the simplification project promulgated 
in June, 1927, through the unanimous vote of the 
general conference of representatives of manu- 
facturers, distributors and consumers held at the 
Department of Commerce. This project em- 
braced not only the simplification of sheets but 
also of pillow cases, draw sheets, bed pads, 
spreads, bureau scarfs and towels. A general 
summary of the March 27 conference is being 
sent to manufacturers, distributors and pur- 
chasers of hospital sheets for their acceptance 
and cooperation and hospitals are hereby urged 
to give practical support to the committee by 
endorsing its recommendation as promptly as 
possible in the interests of economy and efficiency. 
The field for simplification and standardization 
of hospital supplies is broad. Multiplicity of 
types and variety of dimensions cause unneces- 
sary trouble and expense and elimination of over- 
diversification should lower replacement costs and 
improve quality to the benefit of both hospitals 
and industry. 
The chairman of the standing committee is 
Margaret Rogers, superintendent, St. Luke’s 
Hospital, St. Paul, Minn. 


Care Versus Carelessness 


placed wheel chairs and cleaning utensils, 

unrepaired doors and windows, faulty steri- 
lizers, poorly manipulated vaporizers and general 
carelessness have caused innumerable accidents 
to patients within the hospitals of the United 
States and Canada. In 90 per cent of the cases 
the accidents were avoidable and in all cases 
remedies were sought but not until after the acci- 
dent had occurred. 

When a patient enters a hospital he is correct 
in assuming that he is to receive the best of 
care. His mind is usually centered about his 
own trouble; he feels that he is intrusting his 
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well-being for days, or perhaps weeks, to the 
hospital authorities and he has a perfect right to 
expect that due care shall be taken to see that 
he is not further injured while he is in an in- 
stitution that is responsible for making him well. 
In fact, he is paying for just such treatment. 

If the hospital personnel were instructed pe- 
riodically in the safeguarding of the patient 
against accidents, it would be of immense benefit 
to the hospital. In the nurse training school, 
among the secondary employees, such as maids, 
orderlies, the kitchen help and the engineering 
force, and among the office workers, instruction 
in “safety first” methods and in good housekeep- 
ing, would inculcate a régime of care rather than 
of carelessness. Some hospitals are pursuing this 
course effectively, and there is no reason why all 
hospitals, no matter what is the type of patient 
treated, should not follow these examples. The 
National Safety Council is now busy preparing a 
pamphlet on the subject which should be used as 
a textbook by every hospital in the country. 


Politics and Physicians 


horse walking behind the body of its sleep- 

ing master slowly climbed Ludgate Hill in 
London. And as majestic old St. Paul’s was 
reached, its doors swung open and the body of 
General William Crawford Gorgas, once a ragged, 
barefoot boy on the streets of Baltimore, was laid 
with those of great English heroes of the past. 

But the tenor of the official life of this great 
medical administrator had been in strong contrast 
to the peace and serenity of this occasion. He 
had conquered yellow fever in Cuba. He had 
joined the Atlantic and the Pacific by sheer, 
dogged persistence in combating the official ig- 
norance and partisanship of his immediate lay 
superiors. 

Not unlike in kind are the experiences of many 
efficient hospital administrators, of municipal and 
state institutions particularly. To such, daily, 
comes the necessity of combating the interfer- 
ence of bungling and often ignorant politically 
appointed officers, who are superior in rank only. 

Where Gorgas was hampered by the supersti- 
tious convictions of laymen that yellow fever was 
generated by mud and filth, the present day ex- 
ecutive is often required to measure his acts by 
their effect on the fortunes or popularity of a 
person or party temporarily in power. Cheap 
publicity as to the excellence of a service known 
to be inferior, a maudlin, display of spurious sym- 
pathy for the suffering of the poor, a lowering of 
professional qualification of members of the hos- 
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pital personnel for friends of the politically elect, 
all are soul callousing experiences for the ethical 
superintendent of the state or municipal hospital. 
And perhaps saddest of all is the sight of an 
erstwhile high type physician stultifying himself 
by condoning such procedures. 

Gorgas became a world benefactor because he 
never yielded in his fight against the deadening 
and destructive effect of ignorant and selfish 
political interference. He will be remembered 
for his great and valorous scientific deeds when 
the names of his critics have been buried in 
oblivion. 


Hospitals for Profit—Are They 
a Public Asset? 


OT only the hospital world, but the medical 
N profession and the general public need to 

face seriously the problem of the proprie- 
tary hospital. The facts regarding the distribu- 
tion of these hospitals in the United States and 
some of the conditions affecting this type of insti- 
tution are set forth in an article in this issue. 

It appears that there are no less than 2,600 
hospitals in the United States that are established 
for profit, constituting 35 per cent of all the hos- 
pitals in the United States. Most of them, how- 
ever, are small institutions so that altogether they 
have only some eighty thousand beds, less than 9 
per cent of the total bed capacity in this country. 
It is evident that physicians in many small com- 
munities have had to start hospitals at their own 
risk as business ventures, because the community 
has been unwilling or unable to provide what is 
now recognized by thoughtful people as a local 
need, as essential as schools or parks. The strug- 
gles of some of these physicians to maintain their 
hospitals in the face of financial and administra- 
tive difficulties are pathetic, but the results for 
the community may be pathetic also. Experience 
has shown that these small proprietary hospitals 
are rarely satisfactory either to their physician- 
owners or to the public. The physician necessarily 
bears the professional responsibility for hospital 
service. To place the financial responsibility also 
upon him is neither fair nor on a large scale prac- 
ticable. 

Little is to be said in favor of the considerable 
group of proprietary hospitals established in 
cities, in competition with nonprofit institutions. 
There is preponderant evidence of unsatisfactory 
standards, despite occasional, distinctive high 
grade institutions, which, however, are exceptions 
to an unfortunately prevailing rule. 

It is pointed out that the increasing amount of 
capital needed to establish hospitals and the 
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growing expense of maintenance render it unlikely 
that proprietary hospitals will extend largely in 
the future. But the hospital and medical world 
should not rest in the lap of an easy optimism. 
Individuals who want to establish hospitals as a 
means of livelihood have a legal right to do so, 
but the right of the public to disinterested hospi- 
tal service of a high grade is paramount to the 
rights of any individual. Increased attention 
should be given by medical and hospital organiza- 
tions and by public authorities to the supervision 
and regulation of proprietary institutions. 


International Consideration to Be 
Given to Mental Hygiene 


HAT we are becoming internationally 

minded seems to be indicated by an increas- 

ing number of international meetings— 
hospital, health, welfare and educational. 

Apart from their value in specific spheres of 
work, such meetings have important potentiali- 
ties in a wider sense. If races intermingle, if the 
inhabitants of different countries become better 
acquainted, if they learn to view problems from 
various standpoints instead of from one only as 
they are too prone to do, minor antagonisms 
which so often lead to international ill feeling, 
with disastrous results, will be less likely to arise. 
It may be that world peace can be more nearly 
achieved by such indirect and apparently simple 
methods than by all the pomp and panoply of 
state parleys. 

The first international congress on mental hy- 
giene, to be held in Washington, May 5 to 10, 
will be welcomed by all because of the increasing 
significance of mental hygiene in all health pro- 
grams. Dr. Frankwood Williams, medical di- 
rector of the National Committee for Mental Hy- 
giene, heads the advisory committee on programs, 
which has on it representatives from more than 
thirty countries and eleven allied groups. Prac- 
tically all aspects of mental hygiene will be cov- 
ered at the congress. It is the purpose to have 
a maximum of discussion and a minimum of 
formal paper reading. To this end papers, 
printed in full in various languages in advance 
of the meetings, will be limited to ten minute 
statements and discussion will follow. Some sub- 
jects to be discussed are: organization of the 
mental hospital and its réle in community life; 
psychopathic hospitals and psychopathic wards in 
general hospitals; organization of special types 
of clinical service, as in courts of justice, out- 
patient departments of hospitals; types of 
personnel required in mental hygiene work. 
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Quality or Quantity? 


TANDARDIZATION is a term that is prone 
S to ruffle the dispositions of otherwise placid 

persons. To some there is contained therein 
a suggestion of mandation—a concealed, yet nev- 
ertheless a very real, gesture at restraint of the 
voluntary action of the individual. The Com- 
mittee on the Grading of Nursing Schools, which 
for many months has been attempting to learn 
the faults and the excellencies of the country’s 
schools for nurses, must have experienced some- 
thing of this attitude on the part of hospital 
boards, here and there. It must have become 
more than ever convinced that there is a dis- 
turbing variance in the methods and efficiency of 
instruction employed in nursing schools through- 
out the country. 

The end product—the graduate nurse—is in no 
way possessed of standard qualities of efficiency 
and skill. A nurse’s cap, and a cryptic R.N., 
guarantee that their possessor has spent two or 
three years within the walls of some institution 
locally known as a hospital. They signify little 
more. To be sure, the staff of such a hospital 
has consisted of a number of physicians and 
nurses, usually conscientious, sometimes moder- 
ately competent, less often, both scientifically effi- 
cient and educationally alert. 

That all such schools for nurses have a right to 
exist is yet to be proved. That many are, in 
greater or lesser degree, educationally incompe- 
tent seems certain. None can dispute the need 
for the elevation of nursing standards. More- 
over a high quality of nursing service is much 
more to be desired than an unlimited quantity 
of capped and gowned women purporting to 
possess the scientific and personal attributes nec- 
essary to the true nurse. 

If the grading of nursing schools will provide 
better and more effective nursing for the present 
and future sick of this land, none will applaud 
more sincerely than the hospital managers and 
executives. If a limitation of output will improve 
the quality thereof, let the educationally ineffi- 
cient school cease to exist. To provide better, 
even though fewer, nurses will possibly result in 
as great an alleviation of human suffering, as 
would be the case were mere numbers of gradu- 
ates the aim sought. On with the grading of 
nursing schools, we say, because THE MODERN 
HOSPITAL believes that humanity will be benefited 
thereby. The financial or social safety of the 
members of this professional class must remain 
but an incident, a by-product, in the battle for 
better health conditions for the masses of the 
people. 
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[No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MopERN HosPITAL will gladly welcome further com- 
ment by its readers on any of these problems or the 
presentation of other queries for discussion in later 
issues.—Editor. ] 










What Is the Best Way to Secure an Efficient Visé 
of Clinical Charts? 







No more difficult and at the same time no more basic- 
ally important problem presents itself daily to the execu- 
tive of the hospital than that concerned with the proper 
completion of clinical charts before the patient is dis- 
charged. Not only is the scientific work of the hospital 
accurately reflected by the type of record it keeps, but 
from an educational standpoint it is essential for interns 
to be required frequently to set down their observations 
concerning the progress of the patient. 

There are several general systems in vogue in the hos- 
pitals of this country. These have as their aim the efficient 
supervision of the building of clinical charts. In some insti- 
tutions a younger member of the staff is appointed with the 
title of “registrar” to visé the charts of all patients be- 
fore these documents are sent to the filing room. The 
fault of this system usually lies in the fact that the pa- 
tient has already left the hospital before chart inade- 
quacies are discovered. Such a system therefore is bas- 
ically unsound. This is true because it is the experience 
of administrators that facts that are but a matter of 
memory on the part of the intern are too inaccurate and 
too incomplete to be dignified by the term of “clinical 
record.” It is regrettable that too often when an intern’s 
attention is called to an incomplete chart, he sets down 
statements he believes true on general principles but 
which are not the result of a careful examination on his 
part. This system need only be mentioned to be con- 
demned, unless the duties of the registrar extend into the 
wards and contemplate a frequent inspection of the chart 
in the making. In some hospitals this is the case. 

In most institutions there appears in the book of rules 
a notation to the effect that the members of the visiting 
staff are responsible for the accuracy and completeness 
of all clinical records. In theory, such a rule would ap- 
pear workable. In practice, it is almost impossible to 
secure from a visiting physician or surgeon or even from 
the members of their assistant or associate staffs a suffi- 
cient grade of supervision to ensure the accuracy of 
records. Indeed, when the chief is required to sign the 
chart of each patient who is discharged from his service 
this becomes largely a routine matter and not one that 
guarantees in any way that the facts set down on the 
chart are correct, or even that the observations it con- 
tains are the result of a careful and frequent inspection 
of the patient by the intern. 

In other institutions the viséing of clinical charts rests 
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upon some record room officer. This is particularly true 
in certain church institutions when the person to whom 
this duty is assigned is one whose long years of experi- 
ence give assurance that she will do the work efficiently. 
But the fault that is readily observed in this system is 
that young physicians resent the critical attitude that 
must exist if a record room clerk is to perform this work 
properly. Perhaps the best and most workable scheme 
that has been devised is one that requires a resident 
physician daily to inspect the charts of all patients in the 
wards under his supervision. Such a plan makes it pos- 
sible to enforce the laudable rule that the history and the 
results of the physical examination of each patient must 
be properly inscribed on the records within twenty-four 
hours after admission, that daily notes must be set down 
and that the record and full description of all operations 
performed must be on the chart on the day succeeding 
surgical treatment. If the charts of all patients who are 
discharged, transferred or who have died are presented 
to a resident physician for approval and signature, it 
should be possible to prevent any patient from leaving 
the institution until his records are complete. 

It would seem, therefore, that the most efficient pro- 
cedure to adopt would be to place the responsibility for 
the completeness and accuracy of all charts upon resident 
hospital officers rather than to expect the visiting chief 
and his assistants to carry out this work. In some hospi- 
tals in which control over the visiting staff makes it 
possible for the responsibility for this work to be placed 
there, an ideal system may be evolved. 

Nor should the supervision of clinical charts extend to 
ward patients only. It is regrettable that so little aid is 
usually secured from visiting physicians in making the 
records of private patients comparable in completeness 
to those coming from the public wards. The hospital has 
the same right to require that the records of private 
tonsillectomy cases, for example, be just as complete, ac- 
curate and as promptly written as those of the free 
patient in the ward. 


Who Is Responsible for the Handling of Hospital 
Quarantines? 


The answer to this question will lie largely in the 
specific organization of the hospital affected. In some 
institutions, a dermatologist is found as a member of the 
visiting staff. In such hospitals there is usually included 
in the book of rules a statement covering the duties of 
this physician. These usually cover the diagnosis of 
intrahospital contagious conditions. Sometimes the re- 
sponsibility for a proper quarantining of wards and rooms 
rests upon this officer. 

If the superintendent of the hospital is a medically 
trained man and if he has kept in touch with modern 
methods in the diagnosis and treatment of contagious 
diseases, the service of the dermatologist is not as neces- 
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sary as in an institution where the superintendent is a 
layman. In most communities, board of health regulations 
require the same supervision of contagious diseases in 
institutions as in homes. The presence of a patient who 
is suspected of suffering with such a disease is reported to 
the board of health whose duty it is to send a diagnosti- 
cian to confirm or controvert the diagnosis. At times, 
the practical application of quarantine rules is left to 
this officer. At others, a resident medical officer promptly 
takes steps to protect others from the danger of con- 
tagion. 

Whatever scheme is followed, it becomes immediately 
evident that no time must be lost in declaring a room or 
ward, in which there is probably a contagious disease, in 
quarantine, and this duty should fall upon some physician 
whose services are immediately available. To be required 
to await on Sunday or a holiday the arrival of a staff 
member before any action can be taken is to favor the 
extension of the contagion if its presence is confirmed. 

While the ultimate decision as to the diagnosis, or per- 
haps even the disposal of an institutional contagious dis- 
ease, rests with the local board of health and while 
valuable assistance may be secured from a member of the 
visiting staff, yet there should be resident medical ability 
and service at hand to assure prompt protective steps. 
The ideal situation consists of a resident medical officer 
of sufficient age and experience who will not only make 
the diagnosis of a contagious state and look later to a 
board of health for a routine confirmation, but who will 
be empowered with the authority immediately to inaugu- 
rate an effective quarantine. 


Should the Board Dismiss Staff Members When 
It Considers Such Action Advisable? 


In many instances a disturbing and disagreeable situa- 
tion has arisen in which boards of trustees have felt it 
wise to dispense with the services of a member of the 
visiting staff and yet have hesitated for reasons of policy 
or doubt as to their power. Indeed, in a few cases a 
physician thus dismissed has appealed to the courts for 
justice, claiming that much damage has been done to his 
reputation and income and that a dereliction of duty 
on his part has only been suspected and has not been 
proved. 

Because of a fear of the development of such an im- 
passe, hospital boards have been inclined to procrastinate 
in bringing an erring or incapable physician before 
them for reprimand or dismissal. It is true that in a 
majority of such situations, it is almost impossible to 
secure definite proof. Such acts and traits as the splitting 
of fees, the reference of dispensary patients to private 
offices, immoral practices in rare instances and scientific 
incompetence in others represent some of the offenses 
for which physicians have been dismissed. 

Since the board of trustees requires no signed contract 
on the part of the physician and since such officers are 
usually elected for not more than one year, it would 
appear that the governing board should take action when 
it feels that the patients for whom it is responsible are 
not being properly treated or that the hospital is suffer- 
ing in reputation because of the presence of an objection- 
able physician on its staff. If the year of appointment 
is almost terminated, it might be an act of wisdom for 
the physician to fail of reappointment at that time. If, 
however, the offense is of sufficient gravity and if the 
appointment of the staff member has some months to 
run, it would seem that it is the duty of the board to 
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summon the offending physician and frankly state its 
reasons for the action to be taken. 

It is to be regretted that staff members have been 
known to join hands in an effort to force the continuance 
of one of their colleagues upon an institutional board. 
Such an action on the part of physicians generally smacks 
of trade unionism and a courageous board of trustees 
will have no dealings with a group of this complexion, 
It would appear that the board of trustees has a right 
to dismiss a physician, the character of whose service 
renders him a liability rather than an asset to the hos- 
pital. 


Where Should the Books of the Hospital Be Kept? 


In some institutions it is the wish of the treasurer that 
the books of the hospital be kept at some point apart 
from the institution. As a result of this practice the 
superintendent is continually informed incompletely as to 
the financial situation of the hospital and is more or less 
inconvenienced by being required to make a visit to 
the treasurer’s office at some distance from the hospital 
to secure this information. 

It appears that such a practice and policy are unwise. 
The bookkeeper at the hospital should have more than a 
temporary set of books in which to record the daily re- 
ceipts and expenditures of the institution. The super- 
intendent can be of service to the treasurer by aiding 
him in keeping an account of expenditures, receipts, 
mortgages and other capital fund accounts. The treas- 
urer of the hospital should recognize the fact that all 
records pertaining to the conduct of the institution should 
be kept there, and that it is inefficient as well as humili- 
ating to the superintendent to be required to refer 
inquiries relative to the financial status of the hospital 
to an office outside the institution. 

It may be said, therefore, that THE MopERN HOospPITAL 
does not advise under ordinary circumstances the placing 
of the financial records of the hospital in the treasurer’s 
office outside the institution. It should be arranged for 
the treasurer to come to the hospital if it is necessary 
for him to make personal entries in these records. Better 
even than this would be the presence of a bookkeeper of 
sufficient trustworthiness so that a busy treasurer, in 
order to secure satisfactory and informative data, would 
only be required to request from the superintendent a 
financial statement concerning matters in which he is 
interested. 


What Shall Be Done With the One Man Hospital? 


In an institution in the Midwest the following situation 
is found. A physician who for many years has been 
honored with the position of chief of staff has come to 
consider himself in authority relative not only to medical 
matters but also to the physical conduct of the hospital. 
The board of trustees is an inactive and purely nominal 
group. Its policies are directed by this physician and it 
acquiesces without question to any demand made upon it 
from this source. The superintendent of the hospital 
(there have been many superintendents in the past dec- 
ade) is relegated to the position of matron and has no 
authority whatsoever. The scientific and financial de- 
velopment of the hospital has been hindered by existing 
conditions, and as the chief of staff grows older and more 
inflexible the future of the hospital is more and more in 
doubt. 





‘ 
7 eh oe luo lull COR 





Oo 


— © 


te 


No. 5 
ite its 


» been 
1uance 
board. 
macks 
‘ustees 
lexion, 

right 
service 
e hos- 


<ept? 


r that 
apart 
*e the 
as to 
yr less 
sit to 
spital 


nwise. 
han a 
ly re- 
super- 
riding 
eipts, 
treas- 
at all 
should 
umili- 
refer 
spital 


PITAL 
acing 
urer’s 
d for 
ssary 
setter 
er of 
r, in 
vould 
ant a 
he is 


ital? 


ation 
been 
ne to 
dical 
pital. 
ninal 
nd it 
on it 
pital 
dec- 
s no 
de- 
sting 
more 
re in 











May, 1930 


This situation or some application of it is not uncom- 
mon in the hospitals of this country. As a result scientific 
progress stagnates, morale deteriorates and the hospital 
is forced to change executives at frequent intervals. It is 
difficult to give any advice that will be generally ap- 
plicable. When a board of trustees is so little interested 
in the welfare of a hospital and has so little force of 
character as to allow any person, no matter how strong, 
to usurp power that belongs to it, few remedies except 
the hand of time itself are effective. 

In the above situation it would appear that it is the 
duty of the community to demand a reorganization of the 
hospital—to require that a board which has become 
fossilized be either rejuvenated or replaced. It is sug- 
gested that the self-appointed supersuperintendent be 
either made a superintendent in fact, if he be capable, or 
relegated to the staff position from which he arose. No 
business man would permit such a situation to exist and 
it is only because the hospital has been looked upon as a 
curious cross between a philanthropy and a business 
that such things are permitted. There is no better ar- 
rangement known to us to-day by which to conduct the 
affairs of a hospital, no matter whether it be large or 
small, than a strong and interested board of trustees 
working with a trained and efficient superintendent. 


Should the Superintendent Live in the Hospital? 


This question has arisen in an Eastern institution of 
125 beds. In this hospital the superintendent and his wife 
—there are no children—have been assigned living quar- 
ters on a floor, the remainder of which is devoted to the 
care of private patients. The board of trustees of the 
hospital, however, desires the use of the superintendent’s 

-suite for semiprivate rooms and feels that it is not right 
for a portion of a private floor to be used for living 
purposes. 

It may be said without equivocation, that the hospital 
owes to its superintendent adequate and suitable living 
quarters. It is fair neither to the hospital nor to the 
executive to provide him with makeshift arrangements. 
To be sure, when an institution is engaged in building 
operations it may be necessary to improvise living quar- 
ters for various members of the hospital’s personnel. 

While there is something to be said as to the wisdom 
of always having the superintendent near at hand to 
give directions in case of an emergency, yet it has been 
the experience of many large institutions that the super- 
intendent may safely live at some distance from the hos- 
pital. In most institutions that possess an intern staff, 
the younger physicians being supervised by a doctor older 
in experience and years, the medical conduct of the 
hospital is in safe hands from the hour the superintendent 
leaves in the evening until he arrives in the morning. 
Moreover, modern telephonic communication is so prompt 
and satisfactory that instructions may be secured almost 
as speedily as if the executive officer actually dwelt in the 
hospital. 

Certainly it is not proper for the wife of an executive 
to be required to pass through the corridors used by 
patients and their relatives. It would be far more wise, 
it would seem, for the trustees in this institution to offer 
an adequate salary to their executive and to allow him to 
live outside the hospital. This plan has been found prac- 
ticable by many institutions, and it is decidedly advan- 
tageous to the superintendent himself. There is no more 
fatal administrative disease than that represented by too 
long dwelling in an atmosphere of sickness, which re- 
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sults in the administrator’s becoming grooved and in- 
flexible in the methods he employs in conducting an 
institution for the treatment of the sick. 

THE MODERN HOsPITAL would advise the inquiring board 
member to make a fair salary adjustment and to permit 
the institutional director to provide for himself and 
family outside the hospital grounds. 


How Can the Morale of Functions Conducted by 
Training Schools Be Kept High? 


It is the custom in most hospitals for a dance to be 
conducted once or twice during the year by the school for 
nurses. To this function are invited, either by the nurses 
themselves or by the authorities of the school, persons 
from without the hospital family. These occasions are 
usually chaperoned by one or more members of the train- 
ing school staff. The superintendent of nurses asking the 
above question has had difficulty in controlling the con- 
duct of the young men particularly who come to these 
parties. 

It can be said without hesitation that the general tone 
of such entertainments should be kept high. The consum- 
ing of liquor in any degree before or during these social 
functions should be absolutely forbidden. To some the 
mere odor of alcohol on the breath of any of the partici- 
pants is sufficient to request that he or she withdraw from 
the floor. In others, there is a tendency to show leniency 
in this matter. The appearance of young men and women 
standing around the doors and even within the home itself 
smoking cigarettes is most objectionable. Proper dancing 
and the avoidance of all of those behavioristic traits of 
a cheap dance hall in a jazz age should be required. 

It is a good training for young women to be required 
to conduct such functions with the utmost decorum, grace- 
fully dispensing a nice hospitality such as they would ex- 
pect to show in their own homes. It would be far better 
both for the hospital and the nurses themselves to be 
granted no opportunities for social entertainment than to 
have any departure from a dignified behavior on the 
very highest of moral tones. Most hospital executives 
will condone in no way any behavior which will reflect 
unfavorably upon the hospital or its school for nurses. 


Should the Superintendent Attend Board 
Meetings? 


In the hospital from which this question came, the 
superintendent is of the opinion that unwise decisions are 
reached at.the meetings of the board of trustees that 
might be averted could he have been present to furnish 
certain essential facts. He is also under the impression 
that his presence at board meetings would serve to elevate 
the morale of the hospital’s personnel since it would 
demonstrate to all that he enjoys the confidence of his 
board and that it values his advice relative to hospital 
matters. 

In some hospitals there is a contention on the part of 
members of the visiting staff that the medical group 
should be represented at trustee meetings. It is contended 
that if the superintendent of the hospital is in attendance 
at such meetings, a staff member should also be present. 
The answer to this question may be secured by inspecting 
the chart of organization which should hang on the wall 
of every hospital office. 

The superintendent of the hospital is the resident repre- 
sentative of the board of trustees. He is responsible for 
both the physical and medical angles of the hospital’s 
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work. The medical staff answers to and through him to 
the board of directors. There should be no feeling that 
any competition exists between the executive and the 
medical staff as to the prior right of representation at 
the stated meetings of hospital directors. The super- 
intendent represents the staff as well as all other mem- 
bers of the hospital’s personnel at these conferences. In 
many institutions, the superintendent is the secretary of 
the board of trustees. In this capacity he is fully in- 
formed concerning the development and adoption of all 
policies affecting the hospital. He is in possession of all 
facts concerning the hospital’s financial status and is 
able to present each month for each member’s informa- 
tion a full report of both the scientific and financial 
functioning of the institution. 

It is a decided mistake for the board of trustees to 
exclude the superintendent of the hospital from its meet- 
ings. If matters are to be discussed concerning which 
it does not appear desirable for the executive to be in- 
formed, it should be possible without any injury to his 
feelings to ask this official to step from the room during 
such discussion. On the other hand, it may be said that 
there should be no matters affecting the hospital concern- 
ing which the superintendent should not be fully ac- 
quainted. It is an injustice both to him and to his position 
to deliver to him orders for execution of which he has 
hitherto had no knowledge. When such an impasse arises, 
it is far more wise to seek a new superintendent or else 
to remove the distrustful board members from their offi- 
cial hospital positions. 


How Can the Fly Menace Be Best Handled? 


Flies find no justifiable place in the wards and rooms of 
a well conducted hospital. From June to October the 
alert superintendent is continually on his guard to pre- 
vent any immediate or even remote contact between flies 
and the patient. Such executives know full well the 
deadly possibilities which exist not only from the stand- 
point of the possible infection of wounds but also from 
that of the contamination of the hospital’s food. 

That there should be in the neighborhood of the in- 
stitution no breeding place for flies, is of the first im- 
portance. Fortunately, the motorization of the hospital 
ambulance service has removed the stable as a source of 
danger to hospital dwellers. Yet some institutions keep 
one or more horses. Adjacent to many hospitals active 
fly breeding foci are still found in the form of uncovered 
manure pits and unclean outbuildings. 

To prevent the difficulty by striking at its source, 
therefore, is to eliminate all such breeding places. Manure 
pits should have cement bases so that the larvae cannot 
enter the soil for their necessary development. The gar- 
bage pit is another common breeding place. Yet perhaps 
this serves less as a breeding place than as one that 
attracts flies from other areas. Here the utmost in 
cleanliness is necessary. Garbage cans should be sterilized 
with live steam after having been washed with hot water. 
The absence of properly fitting covers to garbage con- 
tainers is a fault to be observed in many institutions. The 
proper screening of hospital wards and rooms is, of 
course, necessary. Improperly fitting screen doors, par- 
ticularly those through which food trucks must be pushed, 
are a source of much annoyance to all executives. It is 
of little importance to the hospital patient if many flies 
are to be found within the institution. He is largely con- 
cerned with methods of preventing their entrance into 
his ward or room. The ordinary fly trap, which is cheap 
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but efficient, should be of great use in this campaign. 
Window sill shelves and stands just outside doors are 
effective places for these traps. The pests are entrapped 
before they enter the hospital. Bread and milk have 
been found to be an excellent bait. Flies that have 
entered may be killed by frequent spraying with some 
insecticide solution. When kitchens and dining rooms be- 
come badly infested, the use of a spray or powder at 
night after the room has been tightly closed is effective. 

Fly eradication to be successful must concern itself 
with the adoption of all of the foregoing suggested plans. 
Of equal importance is the education of the hospital's 
personnel so that no excuse can or will be offered for the 
presence of these insects in the hospital. 


What Should the Directress of Nurses Do When 
Her Students Accept Invitations From 
Nonmedical Employees? 


This is a question which has been asked THE MODERN 
HOSPITAL by the directress of an Eastern institution. It is 
one which has presented itself in varying phases to many 
directresses of nurses on numerous occasions. Sometimes 
student nurses receive social invitations from former 
hospital patients and even from hospital employees as a 
result of an acquaintance formed in the course of their 
professional duties. Not a few are tempted to accept 
such invitations and later, as a result of so doing, find 
themselves in most embarrassing situations. Sometimes 
former hospital patients who are married successfully 
endeavor to continue acquaintanceships with student nurses 
after leaving the hospital. Too often, one hears of student 
nurses accepting invitations from members of the non- 
medical personnel. 

When the directress of a training school is informed 
concerning this state of affairs, she has but one course 
to follow. This consists in sending for the nurse con- 
cerned, and in frankly discussing with her the difference 
between professional and social contacts. It certainly is 
far beneath the dignity of a professional woman to have 
any social relations with orderlies or technicians. It just 
as certainly is professionally and ethically wrong for her 
to accept invitations from married former patients. There 
can be no midway course in this matter. To be sure, un- 
thinking young nurses often feel complimented by any 
attention from patients who have attained social or finan- 
cial prominence in the community. Herein lies a great 
danger to the nursing profession as a whole, as well as 
to the individual. The directress of nurses owes it to 
herself and to the hospital not to countenance any derelic- 
tion from the straight line of duty in this regard. Her 
course of action should vary little from that affecting 
the student nurse when a graduate nurse offends by ac- 
cepting invitations from married physicians on the visiting 
staff. That a graduate nurse should accept presents or 
invitations from married patients, is unthinkable. 

As a direct answer te this question, it can and should 
be said that the offending persons should be first warned 
and then suspended from service in the hospital. If for 
any reason such an action on the part of the directress 
of nurses is not supported by the superintendent of the 
institution and its board of trustees, she should, even at a 
financial loss to herself, refuse to be longer connected 
with such a hospital. THE MopeRN HOSPITAL commends 
the brave behavior of many hospital and training school 
executives in matters concerning moral right and wrong 
and regrets that too few boards of trustees have the 
vision to applaud them for the stand they take. 
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Che (Victor Shock Proof 
Oil Immersed X-Ray Unit is Compact 


to a New egree 


HE compactness of the Victor Shock Proof it is a feature second in importance only to the 
X-Ray Unit is a feature that will appeal to sarety of this new unit. By sealing the x-ray tube 
many who have to contend with the problem and the high tension transformer in one single 
of limited space. - = tube head, insulated in oil, all danger of 


The complete Victor unit occupies shock is eliminated. For there is no 
high tension current developed except 


a space not much larger than is re / 
quired for an x-ray table. Now it be- inside this container! The result is a 
100% electrically safe x-ray unit. 


comes possible to render a complete 
diagnostic service ... vertical, hori- No development in the field of 
zontalandangularradiography,fluor- { roentgenology since the Coolidge 
oscopy and orthodiagraphy . . . in tube has attracted so much favor- 
one room. able comment as has this Victor 
This feature of completeness and Shock Proof X-Ray Unit. Wouldn't 
you like the complete facts about it? 


compactness is one of many ways in 
which this latest Victor unit repre- 7 only sectricat connection tothe (We have published them in an at- 
tractive illustrated booklet, a copy 


° . ratus per is this insulate 
sents an advance over anything in  Strrentis'ar rans former ie the tobe 
the entire field. of which we will mail on request. 



























current to the trans former in the tube 
» much the same asa cable is 
to conduct current to other electrical- 
ly operated equipment in the office or 
labora tory 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, IIl.,U.S.A. 
FORMERLY VICTOR es X-RAY CORPORATION 
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meetings. Five associations held their regular an- 
nual meetings last month: Kentucky on April 14 
and 15, Alabama on April 16, Louisiana on April 22, 
Mid-West on April 25 and 26 and Ohio on April 29 and 30. 

Nearly a hundred delegates were registered at the 
second annual meeting of the Kentucky Hospital Asso- 
ciation in Louisville. 

Dr. John R. Wathen, first vice-president, presided at 
the first session. Following the invocation an address of 
welcome was delivered by Dr. C. H. Harris, director of 
health, Louisville. This was followed by a short talk 
given by Dr. John Walker Moore, dean of the University 
of Louisville Medical School, who told of the work of the 
medical school and of the ambition of the school to pat- 
tern a medical center in Louisville after those in other 
cities, bringing to the medical school two of the outstand- 
ing hospitals in Louisville. 


A. H. A. President Speaks 


Dr. Christopher G. Parnall, president, American Hos- 
pital Association, delivered the first address, in which 
he discussed the present cost of hospital care and the 
possibilities of state medicine and its effect upon hospitals 
generally. This was followed by an address delivered by 
Dr. Lillian South of the state board of health. Doctor 
South outlined the work that was being done in the train- 
ing of laboratory technicians in the state department and 
assured the hospitals of Kentucky full cooperation at 
all times. The last paper was given by Joseph M. Lee, 
a Louisville lawyer, who told of the progress that was 
being made and the work that was still to be done in 
changing the workmen’s compensation laws in Kentucky. 
The law at the present time is most unfair, according 
to Mr. Lee, and both the medical profession and the hos- 
pitals have combined to seek changes. Mr. Lee’s paper 
was discussed by Dr. Frank P. Strickler of Louisville. -- 

Dr. R. C. McChord, of Lebanon, presided at the after- 
noon session, and the first address was given by Dr. Bert 
W. Caldwell, executive secretary, American Hospital As- 
sociation. This was followed by an interesting presenta- 
tion given by Carol Martin, superintendent, Community 
Hospital, Glasgow, of the work of the hospital. The 
Community Hospital is a Commonwealth Fund hospital 
and has been open for a year. She recited many of the 
interesting experiences she was having with the hill peo- 
ple, who were totally unfamiliar with hospitals up until 
a year ago. John A. McNamara, executive editor, THE 
MODERN HOSPITAL, was the next speaker. He outlined a 
scheme for public relations and research for the hospitals. 
The last address was given by Dr. Malcolm T. MacEach- 


A PRIL is proving to be a popular month for hospital 





April Is a Popular Month for 
Hospital Meetings 





ern, director of hospital activities, American College of 
Surgeons, who conducted a round table. 

In the evening an enjoyable banquet was held at which 
time Marian Williamson, executive secretary, Kentucky 
Crippled Children’s Commission, told of the statewide pro- 
gram that was in effect. Short addresses were given by 
Dr. G. A. Hendon of Louisville, Dr. Malcolm T. MacEach- 
ern and Dr. Christopher G. Parnall. The speaker of the 
evening was Dr. Irvin Abell, Louisville, who traced the 
history of hospitals and nursing from their beginning 
down to the present time. His address was most scholarly 
and well presented. 

At the Tuesday morning session the first speaker was 
Matthew O. Foley, editor, Hospital Management, who 
spoke on National Hospital Day. This was followed by an 
excellent address given by Rabbi Joseph Rausch, Louis- 
ville. Rabbi Rausch’s speech was discussed by two other 
trustees. A paper was then read by Dr. S. C. Frankel 
outlining the work that was being done by the joint hos- 
pital committee which is composed of Louisville 
physicians. 

On Tuesday afternoon Sister Theona, superintendent of 
nurses, St. Anthony’s Hospital, spoke on the student nurse 
in the hospital, and Miss Quigley Austin, dietitian, Ken- 
tucky Baptist Hospital, discussed dietetics in a private 
hospital. 

Dr. John R. Wathen was elected president, Agnes 
O’Roke secretary, Miss Lake Johnson trustee, and Major 
Charles A. Trew, superintendent, Booth Memorial Hos- 
pital, Covington, trustee. 


Louisiana Association Meets in New Orleans 


At the meeting of the Louisiana Hospital Association 
Louis J. Bristow, superintendent, Southern Baptist Hos- 
pital, New Orleans, presided, and also pronounced invo- 
cation. 

The first speaker on the program was Dr. George S. 
Bel, who is chairman of the board of Charity Hospital, 
New Orleans. He welcomed the delegates and took oc- 
casion to outline the interesting history of Charity 
Hospital, the hospital in which the meeting was held. He 
paid tribute to several of the Sisters who had been 
connected with the institution for many years. 

The second address was by John A. McNamara, ex- 
ecutive editor, THE MODERN HOSPITAL, who spoke on labor 
turnover, the training of interns, and the development of 
public relations by hospital superintendents. He was 
followed by Dr. Bert W. Caldwell, executive secretary, 
American Hospital Association, who reviewed the work 
that hospitals have been doing in Louisiana. 

An interesting paper was presented by Janet M. 
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Typhoid Fever Is Preventable 
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Immunization of millions of soldiers against typhoid during 
the World War proved that the use of typhoid vaccine is a safe, 
simple, and effective measure. Its use should be extended to 
protect those who may be exposed to infected water, milk, or food. 


Typhoid Mixed Vaccine 
LILLY 


SPECIFY THROUGH YOUR DRUGGIST 
V 760 Three 1 cc. vials for complete immunization 
of one patient. 


4 Larger packages are available for group immunization. 
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FOR PAMPHLET CONTAINING INFORMATION OF IMMUNIZATION AGAINST TYPHOID FEVEK WRITI 


Eli Lilly and Company, Indianapolis, U-S-A 
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Geister, executive secretary, American Nurses Associa- 
tion, who took as her topic “Nursing Mr. Middleman.” 
Miss Geister emphasized the fact that at the present 
time there were too many nurse graduates and too many 
training schools, and said that the problem that con- 
fronted the hospitals was the need for fewer nurses 
rather than more nurses, and for better training rather 
than quicker training. 

Two viewpoints on workmen’s compensation were pre- 
sented, one from the hospital’s viewpoint given by 
Dr. H. W. Knight, superintendent, Flint Goodrich Hos- 
pital, New Orleans, and the other from the doctor’s 
viewpoint, by Dr. Denegre Martin, Touro Infirmary, New 
Orleans. At the present time the Louisiana law allows 
but $250 as a maximum for all compensation cases, this 
amount to include the payments to doctors, the nurses 
and to the hospital. 

A word of greeting was given to the delegates by 
Dr. Christopher G. Parnall, president of the American 
Hospital Association, who outlined the plans for the 
national meeting that is to be held in New Orleans in 
October. 

An excellent lunch was provided those attending the 
meeting through the courtesy of Dr. Arthur Vidrine, 
superintendent, Charity Hospital. 

In the afternoon a round table was enjoyed, followed 
by a business meeting, at which time the following officers 
were elected: president, Dr. E. L. Sanderson, superin- 
tendent, Charity Hospital, Shrevesport; vice-president, 
Dr. W. C. Rucker, U. S. Marine Hospital No. 14, New 
Orleans; secretary-treasurer, Dr. Arthur Vidrine. It 
was decided to hold the next meeting in Baton Rouge in 
April, 1931. 

Louis J. Bristow in his presidential report outlined the 
total number of beds in the state, touched on the cost of 
hospitalization, urged the people of New Orleans to ob- 
serve National Hospital Day, discussed legislative mat- 
ters, and talked of the campaign now on for a new Negro 
hospital in New Orleans. He recommended the appoint- 
ment of a strong legislative committee, and recommended 
that the association give endorsement to the fund raising 
campaign for the new Negro hospital. 


Mid-West Meeting Well Attended 


There was a registration close to 150 hospital people 
at the Mid-West Hospital Association meeting held at 
the Mayo Hotel, Tulsa, Okla., April 25 and 26. Dr. 
Fred S. Clinton, Tulsa, Ol:la., president of the association, 
presided, and at the morning session following invoca- 
tion, which was given by Rev. C. M. Reves, greetings from 
Tulsa were presented by the mayor-elect. This was 
followed by responses from the president of the Oklahoma 
Hospital Association, Dr. Frank H. McGregor, Border 
Hospital, Manjum, and by Dr. T. R. Heath, superintend- 
ent, Bethany Methodist Hospital, Kansas City, represent- 
ing the Kansas Hospital Association. 

Secretary Walter J. Grolton, Missouri Pacific Hospital, 
St. Louis, read the minutes of the last meeting, and a 
roll call of the various states present was then taken. 
Delegates from Texas and Arkansas were also present 
as well as those from the three states making up the 
Mid-West Association. 








The afternoon session was in charge of Dr. Heath, 
and the first speaker was Matthew O. Foley, editor, 
Hospital Management, who talked on National Hospital 
Day. Reports from the state chairmen for this occasion 
were then presented. 

An excellent discussion was presented on “Fire and 
Related Life Hazards in Hospitals,” by J. W. Kent, 
Missouri State Inspection Bureau, St. Louis. 

Dr. Bert W. Caldwell, executive secretary, American 
Hospital Association, led the general discussion of the 
afternoon’s program. 

An enjoyable banquet and round table were held in the 
evening at which Doctor Clinton presided. One of the 
features of the program was the presidential address 
delivered by Doctor Clinton. This was followed by a 
musical program which was exceptionally good and was 
supplied in connection with the Tulsa Civic Opera move- 
ment which was holding a musical week in Tulsa. The 
round table program conducted by Dr. Malcolm T. 
MacEachern, associate director, American College of 
Surgeons, proved so interesting that it lasted for more 
than an hour. This ended the evening’s entertainment. 

On Saturday morning the first speaker on the program 
was John A. McNamara, executive editor, THE MODERN 
HOSPITAL, who discussed the annual report and other 
problems in the hospital. 

This was followed by an excellent paper given by T. J. 
McGinty, superintendent, Oklahoma Baptist Hospital, 
Muskogee, entitled “Selling the Community on the Hos- 
pital Idea.” 

The last paper of the morning was given by E. Muriel 
Anscombe, superintendent, Jewish Hospital, St. Louis, and 
was entitled “The Convalescent Patient.’ 

At the afternoon program Ray Kneifi, secretary, Cath- 
olic Hospital Association, discussed annual reports, and 
Charles M. Brown, St. Louis, told his impressions of the 
meeting. 

Following the business session, the meeting adjourned. 





Work on Kansas City Hospital 
Begun 


Work on the new $1,000,000 Jewish Hospital, Kansas 
City, Mo., was begun recently, and it is expected that 
the building will be finished within a year. 

The normal capacity of the hospital will be 129 beds, 
but the facilities can be increased to 150. 

The building will be of modernistic design. The main 
entrance will face the northwest, with concrete driveways 
leading in both directions. A small park in front will be 
landscaped. 

The offices, lobby, reception rooms, interns’ living quar- 
ters, the ambulance entrance, emergency operating room 
and the children’s section will all be on the first floor. 
On the second floor will be the operating rooms, x-ray 
rooms and laboratory equipment. The fourth and fifth 
floors will be devoted to private rooms. The maternity 
department will be on the sixth floor. 

Soundproof partitions will be used throughout the 
building, and the corridors will have terrazzo and rubber 
tiled floors. 
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Ideal 
Food 
Conveyors 


Electric and 
Non-Electric Types 


Ideal Food Conveyors are made 
in two general types. Both are 
similar in appearance, size and 
general structure but one is 
electrically heated and the other 
is “thermal” or temperature- 
retaining. The thermal type keeps 
the food hot or cold without the 

application of artificial heat or 
cold. The electric type main- 
tains temperature by means of 
electric elements. 


Both types are thoroughly insu- 
lated, so that temperature losses 
are reduced to a minimum, and 
the other so that current con- 
sumption is kept at an absolute 
minimum, 

Heat loss is slower in the Ideal 
Food Conveyor while serving is 
going on than in any other simi- 


MERIT SHOWS U 


IN LONG-TIME SERVICE 
IN SUPERIOR UTILITY 


Hospital executives are unusually exact- 
ing in their ideas regarding business 
matters. They are probably less affected 
by “salesmanship” than any other class in 
the business world. Selecting equipment 

like food conveyors is a problem they are 
rightly facing strictly on a basis of 
facts—not politics. 


Regarding ourselves as specialists in food 
mf Jum conveyor systems, we yet admit the great 
Sttpetanaeteate contribution made by hospital people to 
— “our business. They have demanded dura- 
bility and utility in the equipment, but within certain 
limitations. The Food Conveyor should be durable, rigid, 
yet easy to move. It must not only just “work,” but 
must give uninterrupted service. 


Ideal Food Conveyors move noiselessly on Colson Casters, 
so well balanced that little effort is required to move 
them. Monel Metal is used where needed. Uninter- 
rupted service is assured by the no-burn-out elements. 
Economy of operation and ease of installation are assured 
by the fact that no special wiring is required. Rubber 
bumpers protect the walls of the hospital, and the con- 
veyor. Here is genuine mechanical and electrical ex- 
cellency at reasonable cost. 
Interesting book “Scientific Hospital Meal Distribution” 


will be sent on request. 


The SWARTZBAUGH MFG. CO., Toledo, Ohio 


Established 1884 


UNIFORM HEAT 
AROUND FOOD 
MEANS BETTER 
SERVED FOOD 


with branches in 


Boston 
New York 


Pittsburgh 


Cincinnati 
St. Louis 


Baltimore Chicage 

Buffalo Detroit Philadelphia 

Pasific Coast General Offce and Warehouse, Los Angeles CANADA 
The Canadian Fairbanks-Morse Co., Ltd. 


Operating Branch Sales and Display Rooms, r ( d. 
San Francisco, Tacoma, Portland *‘Branches in the Principal Canadian Cities 


lar type of conveyor. 


Ideal Electric 
Conveyors 


Ideal Electric Conveyors main- 
tain temperature by means of 
electric ele- 


heat applied by 
ments. The temperature is kept 
at a specific, predetermined de- 
gree—low enough to prevent re- 
cooking and high enough to 
maintain freshness and palata- 
bility. 


Ideal Electrics use ordinary cur- 
rent—wall outlet or base plug. 
The conveyor is usually pre- 
heated before the food is put in 
the conveyor. It is then wheeled 
to where service is to be made 
and if considerable time is to 
elapse before service the current 
may be again applied. 


Ideal Thermatic 
Conveyors 


Ideal Thermatic Conveyors re- 
tain temperature on the same 
principle as the “Thermos” bot- 
tle. This is by thorough insula- 
tion against outside tempera- 
tures. Loss of inside tempera- 
ture is so low that for all prac- 

tical purposes the temperature 
may be said to be maintained. 


Food served from an Ideal is 
appetizingly fresh for a_consi 
erable time after it has left the 
kitchen. 

There is no cooked over, warmed 
up or restaurant taste. Vege- 
tables are crisp and tender, po- 
tatoes stay snow white and 
fluffy. Meats do not become dried 
out and tasteless. 
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Associate Distributor: The COLSON STORES CO., Cleveland, 0. Food Conveyor Systems 


— Around in Foremost Hospitals 
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Dr. Walter H. Conley Retires— 
Plans a Year Abroad 


After a record of more than twenty years of service 
in the hospital field in New York City, Dr. Walter H. 
Conley, director, the Metropolitan Hospital, will retire 
shortly, under the retirement rules of New York. Doctor 
Conley will sail for France on May 31 where he plans to 
spend a year of rest. 

Doctor Conley has filled at various times almost every 
administrative position in the department of hospitals, 
says the Bulletin of the American Hospital Association. 
He has been a member of the Amercan Hospital Asso- 
ciation during his entire administrative experience. He 
is a member of the present board of trustees. 





Michigan Association Makes Plans 
for a Two-Day Session 


“Coordination of Departments” will occupy the pro- 
gram for the first morning of the Michigan Hospital 
Association meeting to be held in Grand Rapids, May 28 


and 29. The basis of the morning’s discussion is a paper 


by Dr. Stewart Hamilton, superintendent, Harper Hos- 


pital, Detroit, on that subject. The paper will be divided 
into several sections, with intervals given for discussion, 

The afternoon program of the first day will be given 
over to a discussion of dietetics, records, staff problems 
and nursing problems. 

A “Clinic on Administration” is planned for the second 
day. This will consist of a tour of inspection of the prin- 
cipal Grand Rapids hospitals. 


California Dietitians Prepare for 
Four-Day Convention 


The California Dietetic Association will hold its annual 
meeting in Santa Barbara, May 13 to 16. 

A program of unusual interest has been planned. Ex- 
periments now being carried on at the Potter Metabolic 
Clinic will be discussed as well as follow-up work of last 
year’s program. Various administrative problems will 
also be discussed. The new kitchens of Santa Barbara 
Cottage Hospital will be open for inspection. 


(Additional news items will be found on page 154.) 


Coming Meetings 


American Association of Hospital Social Workers. 
President, Edith M. Baker, Washington University Dis- 
pensary and Allied Hospitals, St. Louis. 
Executive secretary, Helen S. Beckley, 18 East Division 
Street, Chicago. 
Next meeting, Boston, June 7-14. 
American College of Surgeons. 
President, Major General Merritte W. Ireland, 
General, U. S. Army, Washington, D. C. 
Director General, Dr. Franklin H. Martin, 40 East Erie 
Street, Chicago. 
| Next meeting, Philadelphia, October 13-17. 
American Hospital Association. 
President, Dr. Christopher G. 
Hospital, Rochester, N. Y. 
Executive secretary, Dr. Bert W. Caldwell, 18 East Divi- 
sion Street, Chicago. 
Next meeting, New Orleans, October 20-24. 


American Nurses’ Association. 
President, S. Lillian Clayton, Philadelphia General Hos- 
| pital, Philadelphia. 
Secretary, Susan C. Francis, Children’s Hospital, Phila- 
delphia. 
Next meeting, Milwaukee, June 9-14. 
American Occupational Therapy Association. 
President, T. B. Kidner, 175 Fifth Avenue, New York City. 
Secretary-treasurer, Mrs. Eleanor Clarke Slagle, 175 Fifth 
Avenue, New York City. 
Next meeting, New Orleans, October 20-24. 
American Protestant Hospital Association. 
President, Luther G. Reynolds, Seattle General Hospital, 
Seattle, Wash. 
Executive secretary, Dr. Frank C. English, Hyde Park, 
Station O., Cincinnati. 
Next meeting, New Orleans, October 17-20. 
American Society of Clinical Pathologists. 
President, Dr. J. H. Black, Dallas, Texas. 
Secretary-treasurer, Dr. H. J. Corper, Metropolitan Build- 
ing, Denver, Colo. 
| Next meeting, Detroit, June 20-23. 
| Children’s Hospital Association of America. 
| 
| 
| 


Surgeon 


Parnall, Rochester General 


President, Dr. Howard Childs Carpenter, 1805 Spruce 
Street, Philadelphia. 
Secretary-treasurer, Bena M. Henderson, Milwaukee, Chil- 
dren’s Hospital, Milwaukee. 
Next meeting, New Orleans, October 20-24. 
Georgia Hospital Association. 
President, Dr. C. S. Lentz, University Hospital, Augusta. 
| Secretary, J. B. Franklin, Georgia Baptist Hospital, At- 
lanta. 
| Next meeting, Augusta, May 13. 


Hospital Association of New York State. 

a Dr. C. W. Munger, Grasslands Hospital, Val- 
alla. 

Secretary, Boris Fingerhood, United Israel-Zion Hospital, 
Brooklyn 

Next meeting, New York City, May 8-10. 

International Catholic Federation of Nurses. 

President, Alice M. O’Halloran, 847 Wynnewood 
Overbrook, Philadelphia. 

Executive secretary, Margaret E. Molloy, International 
Headquarters, Suite 130, 430 South Michigan Avenue, 
Chicago. 

Next meeting, Milwaukee, June 6-8. 

Michigan Hospital Association. 

President, Dr. D. M. Morrill, Director, Blodgett Memorial 
Hospital, Grand Rapids. 

Secretary, R. G. Greve, 
Hospital, Ann Arbor. 

Next meeting, Grand Rapids, May 28 and 29. 

Minnesota Hospital Association. 

President, J. J. Drummond, Worrell Hospital, Rochester. 

Secretary, J. G. Norby, Fairview Hospital, Minneapolis. 

Next meeting, St. Paul, May 23 and 24. 

National League of Nursing Education. 

President, Elizabeth C. Burgess, Columbia University, New 
York City. 

a ae Nina D. Gage, 370 Seventh Avenue, New York 

ity. 

Next meeting, Milwaukee, June 9-14. 

National Organization for Public Health Nursing. 

President, Anne L. Hansen, 181 Franklin Street, Buffalo, 


Road, 


Assistant Director, University 


me me 
Director, Katherine Tucker, 370 Seventh Avenue, New 
York City. 
Next meeting, Milwaukee, June 9-14. 
National Tuberculosis Association. 
President, Dr. Linsley R. Williams, Academy of Medicine, 
New York City. 
Managing Director, Dr. Kendall 
Avenue, New York City. 
Next meeting, Memphis, Tenn., May 7-10. 
New Jersey Hospital Association. 
President, Rev. John G. Martin. 
Executive secretary, Thomas J. Golden. 
Next meeting, Atlantic City, May 22 and 23. 
North Carolina Hospital Association. 
Piesident, Dr. D. A. Garrison, Gastonia. 
Secretary, Dr. V. L. Grady, Wilson. 
Next meeting, Gastonia, May 27-29. 
Ontario Hospital Association. 
President, R. H. Cameron, 62 Wells Hill, Toronto. 
Secretary-treasurer, Dr. F. W. Routley, Medical Arts Bldz., 
Toronto. 
Next meeting, Toronto, October 1-3. 


Emerson, 370 Seventh 
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Stemming a 
possible source 


of infection 


“ 


Infections appearing in hospitals, 
either singly or in groups, have 
been the object of frequent inves- 
tigations. Crane Co., collaborating 
with the Chicago Board of Health, 
has discovered one of the most per- 
nicious sources of these infections 


and has stemmed it. 


The cause, as was demonstrated at 
the last convention of the American 
College of Surgeons, is found in the 
siphoning of polluted water from 
fixtures with submerged inlets into 
the main water system, where it can 


be drawn into other fixtures. 


“CRANE 


1855 : SEVENTYVY-oPIPTS ANNIVERSARY : 1930 

















From Fixtures equipped with this Crane water 
controlled flush valve, C13008 H, no contam- 
inated water can be drawn into the main pipes. 

















The remedy, as perfected by Crane 
engineers, is a vacuum breaker valve 
with which baths, sinks, closets, all 
such infection threatening fixtures 
can be equipped. It provides full 


assurance against back siphoning. 


This valve can be examined at the 
National Crane Exhibit Rooms. It 
one of them is not convenient to you, 
full information can be had by get- 
ting in touch with Crane hospital 


plumbing experts. 


# Fittings 


CRANE COoO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO 
NEW YORK OFFICES: 23 WEST 44TH STREET 


Branches and Sales Offices in One Hundred and Ninety-four Cities 
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Single Standard Length for Sheets 
Is Recommended 


A single standard of 108-inch torn length for sheets 
was unanimously recommended to the Division of Simpli- 
fied Practice of the Department of Commerce on March 
27, 1930, by the standing committee on simplification of 
hospital and institutional cotton textiles. The committee 
further recommended the adoption of hems two inches 
in depth for the top and bottom of such standard length 
sheets. 

These recommendations were based on answers received 
from more than 2,000 inquiries sent to members of the 
American Hospital Association, Associates for Govern- 
ment Service, the General Federation of Women’s Clubs 
and the Y. M. C. A.’s of the country. Ninety per cent 
of the replies favored the 108-inch length from the stand- 
point of increased comfort, sanitation, and _ service. 
Eighty per cent favored even hems at the top and bottom. 
While two inches was the depth most frequently men- 
tioned, depths up to five inches were suggested. 

A double standard of 99-inch and 108-inch lengths was 
originally adopted but the standing committee was in- 
structed to continue the survey and determine whether a 
single standard of length could be set up. The Division 
of Simplified Practice will now canvass all organizations 
and individuals concerned, including manufacturers, dis- 
tributors and consumers. If 80 per cent of these endorse 
the committee’s action, the recommendation will then be- 
come effective on July 1. 

The members of the standing committee are: Margaret 
Rogers (chairman), The American Hospital Association, 
St. Luke’s Hospital, St. Paul, Minn.; W. B. Folger, Asso- 
ciation of Employed Officers, Young Men’s Christian 
Associations of North America, New York, N. Y.; 
William A. Gately, the Cotton-Textile Institute, New 
York, N. Y.; Julia K. Jaffray, General Federation of 
Women’s Clubs, Washington, D. C.; P. S. Newell, secre- 
tary, the Association of Cotton Textile Merchants of 
New York; Dr. E. Stagg Whitin, Associates for Govern- 
ment Service, New York, N. Y. 





Three-Day Meeting Planned for 


New York Association 


The Hospital Association of the State of New York 
will hold its annual meeting for three days beginning 
Thursday, May 8, at Coney Island, N. Y. 

Speakers who will likely appear on the program to- 
gether with the subjects of their addresses include: Dr. 
John Osborn Polak, Long Island College Hospital, Brook- 
lyn—“What Histories Should Consist of, How Long They 
Should Be Kept and to Whom They Belong”; V. A. 
Zimmer, director, Bureau of Workmen’s Compensation, 
New York City—“Workmen’s Compensation and the In- 
surance Carriers”; Dr. J. G. Copeland, superintendent, 
Albany Hospital, “Relation Between the Superintendent 
and the House Staff”; James U. Norris, superintendent, 
Women’s Hospital, New York City—‘Selection and Or- 
ganization of Hospital Personnel”; John A. McNamara, 








executive editor, THE MODERN HospiTat—“Budget Mak. 
ing for the Hospital”; Dr. Malcolm T. MacEachern, 
director of hospital activities, American College of Sur- 
geons—“Ratio of the Hospital Personnel to the Bed Ca. 
pacity”; Dr. Norman E. Titus, New York City—“Physica] 
Therapy and Its Place in a General Hospital”; Dr, 
E. H. L. Corwin, New York Academy of Medicine— 
“Blood Transfusions and Donors”; Dr. C. G. Scherf, su- 
perintendent, Coney Island Hospital, Brooklyn—‘Relation 
of the Superintendent of Nurses to the Superintendent 
of the Hospital”; Cornelius S. Loder, consultant, New 
York City—“Value of Cubicles to the Patients and the 
Hospital.” 

Round table discussion will be led by Dr. Christopher 
G. Parnall, superintendent, Rochester General Hospital, 
Clarence E. Ford, department of social welfare, Albany, 
and Helen Wood, Strong Memorial Hospital, Rochester. 





























Trustee’s Gift Makes Children’s 
Department Possible 


The new children’s department of the Good Samaritan 
Hospital, Lexington, Ky., is now completed and ready for 
occupancy. It is the gift of one of the hospital trustees. 

The children’s department occupies the entire fourth 
floor of the main hospital building. It is enclosed with 
ultraviolet ray transmitting glass windows and is mod- 
ernly equipped with all-steel furniture. It has a capacity 
of thirty beds. 










Delano Day Is Celebrated at 
St. Luke’s, Chicago 


March 12, the anniversary of the birth of Jane A. 
Delano, organizer of the American Red Cross nursing 
service, is being regularly observed throughout the United 
States as a day of commemoration and also as the day 
on which the annual drive for new recruits to the Red 
Cross nursing service is begun. 

St. Luke’s Hospital, Chicago, celebrated the day by 
entertaining a large group of enrolled Red Cross nurses 
who came from all over the Chicago area to see and hear 
the splendid demonstration of nursing procedures by Mrs. 
Ada R. Crocker, director, St. Luke’s School for Nursing, 
and a member of the Red Cross committee on nursing 
service. 

In the amphitheater on the nineteenth floor, after brief 
remarks by Mrs. Crocker, Edna Foley, chairman, Chicago 
Committee on Red Cross nursing service, and James T. 
Nicholson, manager of the Chicago Chapter of the Ameri- 
can Red Cross, the graduate and student staff demon- 
strated the following: the complete set-up of an operating 
room for a major operation; the use of pillows, rubber 
rings and other devices for making cardiac patients com- 
fortable; the application of a newspaper splint, a pillow 
splint and a blanket splint for a broken leg; the strapping 
for a sprained ankle and the application of a plaster 
cast to the foot; the use of various kinds of apparatus. 
Eight tables were set up to show treatment trays and 
dressing carriages. 
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Mt. Sinai Provides for Patients 
of Moderate Means 


Mt. Sinai Hospital, New York City, is to have a new 
building devoted to the care of patients of moderate 
means, according to a recent announcement made by Leo 
Arnstein, acting president of the hospital. 

The building, which is expected to be completed within 
the year, will be ten stories high, with a two-story tower 
containing technical equipment and working space for 
the preparation of surgical supplies. Two floors will 
contain two major operating rooms and six will be de- 
voted to patients. 

There will be three-bed curtained wards, arranged in 
pairs, with a utility room and a nurses’ station for each 
pair of wards. From each patient’s bed there will be a 
direct view of Central Park. A spacious roof garden, 
a day room and porch on each floor will contribute to 
the comfort of the patients, according to Mr. Arnstein. 





Date for Second International 
Hospital Congress Is Set 


The date for the second International Hospital Congress 
has been set for the week of June 8, 1931, according to 
an announcement by the executive committee. 

Plans are being made for a preconvention trip for the 
American delegation. Tentatively these plans will in- 
clude London, Copenhagen, Hamburg and Berlin. From 
Berlin the delegation will go to Vienna, where the 
congress is to take place. Those who wish to stop at 
Munich may do so, and others who wish to stop over 
at Prague will have an opportunity to stay there for a 
day or so. After the congress, Budapest will be visited. 
It is estimated that the preconvention tour will take two 
weeks. 

Those from:-the United States who plan to participate 
in the preconvention tour will have to arrange to leave 
the states by the middle of May. 





Minnesota Association Will Discuss 
Hospital Costs 


A full day’s program on Friday, May 23, which will ex- 
tend over into a staff conference on Saturday morning 
has been planned for the meeting of the Minnesota Hos- 
pital Association. 

The meeting will open with the registration of members 
and visitors. A general session will follow the registra- 
tion, at which J. J. Drummond, manager, Worrell Hos- 
pital, Rochester, and president of the association, will 
preside. Three papers will be presented at this session: 
V. I. Sandt, superintendent, Fairview Hospital, La Porte, 
Ind., will discuss the “General Administration of a Small 
Hospital”; John C. Dinsmore, assistant director, Uni- 
versity of Chicago Clinics, will tell of “Methods of Prop- 
erly Reducing Hospital Supply Costs,” while Mary A. 
Foley, director of dietetics, the Kahler Corporation, 


Rochester, Minn., will speak on the subject of “Smoothing 
Off the Rough Edges.” 

The afternoon will be devoted to a business session at 
which one paper, “Absorption of Small Charges,” will 
be given by L. C. Austin, superintendent, Mt. Sinai 
Hospital, Milwaukee. An open forum will be led by Dr. 
R. C. Buerki, superintendent, State of Wisconsin General 
Hospital, Madison, on “Small Economies in the Hospital.” 

A banquet will be held on Friday evening at which 
Dr. Lotus D. Coffman, president, University of Minnesota, 
will be the guest speaker. 

The Saturday morning program will consist of a staff 
conference by either a St. Paul or Minneapolis hospital. 








New Hospital for Charleroi, Pa.., 
Is Completed 


The new Charleroi-Monessen Hospital is now serving 
the citizens of the community in and near Charleroi, Pa. 

The building is a three-story, four-floor structure of 
late English design. It is of fire resistive, brick con- 
struction and cost $325,000. Equipment costing more 
than $70,000 has been installed. 

A total of eighty-five beds, thirty of them in private 
rooms is the normal capacity of the hospital. 

Loretta Sheridan is the superintendent. 





Group Nursing to Be Feature 
of Gotham Hospital 


A hospital that is especially designed for group nursing 
is the Gotham Hospital which is to be built at Central 
Park West and 107th Street, New York City. The hos- 
pital has been projected as an institution to supply 
hospital care to persons of moderate means. 

To finance the complete project a fund of $6,000,000 
will be sought. One half of this sum will be devoted to 
endowment to meet the difference between the moderate 
rates to be charged and the cost of the service. The 
building is expected to cost $2,000,000. The site was 
bought for $1,000,000. 

In the group nursing system, one nurse will be able to 
serve two or more patients, according to their condition. 
In view of this plan, one of the most important features 
of the building will be the group nursing units which 
will carry out the group nursing system on a scale 
hitherto unknown in the hospital field. 

The group nursing unit will be a complete small hos- 
pital in itself, with four private rooms opening out of a 
corridor, in the center of which will be the nurse’s desk 
and the supply base. Each unit will have two utility 
rooms. From the vantage point of her desk, the nurse 
will have immediate access to the patient who needs her. 

The hospital will have a capacity of 219 beds. It will 
have departments of medicine, surgery, obstetrics, 
pediatrics and neuropsychiatry. There will be fifty pri- 
vate beds at $5 a day, five semiprivate at $4 and fifty 
in small wards at $3. 
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FIRST” 


Odorless, Colorless, ‘‘Everclear’’ Alcohol 


It is economy to standardize upon “Everclear” 
Alcohol. “Everclear” stands for excellence in 
product and service. 


This quality Alcohol is produced in our plant in 
the great grain section ... by a process of 
distillation exclusive with us, and originated in 
our laboratories. 


“Everclear” Alcohol is refined to a degree be- 
yond the requirements of the U. S. Pharma- 
copeia. No better Alcohol for exacting hospital 
usage can be obtained. Insist upon it! 


This is number 15 of a series depicting histori- 
cal periods in the development of Amcrica 


AMERICAN 


COMMERCIAL ALCOHOL CORPORATION 
420 Lexington Avenue, New York, N. Y. 


Plants : 


Gretna, La. Philadelphia, Pa. Sausalito, Cal. 




















































Pow citizens of the United States 
in 1900 were seriously impressed 
with the “Horseless Carriage.” 
Yet the snorting, clanking auto- 
mobile of that period has evolved 
into a modern necessity. Its direct 
and indirect influence upon the 
industrial and cul- 
tural development 
of America has 
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Dr. W. W. Britton, who has been with the Homan 
Sanatorium, El Paso, Texas, for twelve years, has become 
medical director of the Southern Baptist Sanatorium in 
that city. He succeeds Dr. J. D. RILEY who has been 
elected superintendent of the Arkansas State Sanatorium, 
Booneville. 


Dr. B. A. WILKES, superintendent, Missouri Baptist 
Hospital, St. Louis, has resigned to direct the work of the 
Hollywood Hospital, Hollywood, Calif., as superintendent. 
Doctor WILKES has long been active in hospital work. 
He was president of the Midwest Hospital Association 
last year, and is at this time president-elect of the 
Protestant Hospital Association. 


MABEL CHRISTIE, superintendent, Illinois Central Hos- 
pital, Chicago, died April 23. Miss CHRISTIE has been 
the successful superintendent of the hospital for many 
years. 


EpITH CAMPBELL has been named superintendent of the 
Masonic Hospital of Payne County, Cushing, Okla. 


MARY BESHEIRS succeeds BONNIE POWERS as superin- 
tendent of the A. C. H. Hospital, Shawnee, Okla. Miss 
POWERS was recently a patient in the hospital, having 
undergone an operation for appendicitis. She plans to 
return to her Kentucky home for a long visit as soon 
as she has recovered from her present illness. 


Mrs. WILLIAM Swirt, R.N., has been chosen superin- 
tendent of the Huntington City Hospital, Huntington, 
W. Va. 


SHIRLEY Titus, director of nursing, University of 
Michigan Hospital, Ann Arbor, has resigned to accept 
the position of dean of the department of nursing educa- 
tion, Vanderbilt University, Nashville, Tenn. 


SisteR M. CASILDA is the new superintendent of St. 
Mary’s Hospital, East St. Louis, IIl., succeeding SISTER 
ENGELBERTA. 


Mrs. S. W. WITTENBERG is the new president of Beth 
Abraham Home for Incurables, New York City, succeed- 
ing Dr. E. SYRKIN, medical and general superintendent, 
resigned. 


Dr. WAYNE W. BISSELL has been chosen medical di- 
rector of the Jameson Memorial Hospital, New Castle, 
Pa., to succeed CARL A. BRIMMER, resigned. 


HAROLD A. GRIMM, superintendent, Finley Hospital, 
Dubuque, Iowa, has resigned to become superintendent 
of Millard Fillmore Hospital, Buffalo, N. Y. 


Dr. CHARLES E. REMy has resigned as superintendent 
of Montefiore Hospital, Pittsburgh. ABRAHAM OSSEROFF 
is the executive vice-president in charge of the hospital. 


EpITH J. ACKERMAN, R.N., has resigned her position 
as superintendent of the Deaconess Hospital, Bozeman, 
Mont., and will be succeeded by EDNA M. EBERL, R.N., a 
graduate of the Deaconess Hospital, Great Falls, Mont. 


LAURENCE R. DOUGHERTY, president of H. D. Dougherty 
& Co., Philadelphia, died suddenly April 20 in Philadel- 
phia. Mr. DOUGHERTY was well known in the hospital 
field. 


Dr. Etta P. McCormick has been chosen to head the 
New Orleans Dispensary. She succeeds Dr. SARA TEw 
MAyo. 


HELEN C. ALLEN has resigned as director of the 
Veterans Hospital, Livermore, Calif., because of ill health, 
She will be succeeded by MARGARET M. BOISE who has 
served as Army hostess at Ft. Douglas, Utah, and at 
Citizens Military Training Camp, Del Monte, Calif. 


MARY ELLEN LEwis has accepted the superintendency 
of Nason Hospital, Roaring Spring, Pa. She succeeds 
Dr. W. A. NASON, founder. 


ALICE JERNIGAN has resigned as superintendent of the 
King’s Daughters’ Hospital, Columbia, Tenn. ALMA 
FINCH, who has been assistant superintendent, has been 
appointed acting superintendent. 


MELISSA M. DAILEY has been appointed superintendent 
of the Berger Hospital, Circleville, Ohio. Miss DAILey 
has had varied hospital experience, having served as 
superintendent at the Memorial Hospital, Fremont, Ohio; 
Municipal Hospital, Lancaster, Ohio; Jane M. Case Hos- 
pital, Delaware, Ohio, and the Pool Hospital, Port Clinton, 
Ohio. 


M. C. CARTER has accepted the superintendency of the 
Humboldt County Hospital, Eureka, Calif. 


RutTH J. Reir, Lima, N. Y., has been appointed super- 
intendent of Waterloo Memorial Hospital, Waterloo, 
N. Y. Mrs. REIF succeeds Mrs. SAMUEL YAW who has 
been in charge of the institution since June, 1927. 


JUSTINE E. JOHNSON, Alameda, is the new superintend- 
ent of the San Luis Obispo County’s General Hospital 
and Old Folks’ Home, San Luis Obispo, Calif. The ap- 
pointment follows the resignation of KATHLEEN FOLEY 
TAYLOR who has accepted a similar position with the new 
Carmel Hospital, Carmel, Calif. 


Dr. HARVEY M. BECKER has been appointed acting su- 
perintendent of the Mary M. Packer Hospital, Sunbury, 
Pa., to serve the unexpired term of the late Dr. H. W. 
GASS. 


Dr. Basit C. MACLEAN, formerly asisstant superin- 
tendent, Montreal General Hospital, Montreal, has been 
appointed superintendent of Touro Infirmary, New 
Orleans. 


Mrs. CHARLES M. DeEaL has been appointed superin- 
tendent of the Richard Baker Hospital, Hickory, N. C., 
to succeed PEARL SMITH who has resigned because of ill 
health. 


BEN F. CREws, superintendent, Santa Cruz County 
Hospital, Santa Cruz, Calif., has resigned. He has been 
with the hospital since 1911. 


JOHN J. HOLLISTER recently resigned from the superin- 
tendency of the Washington Park Community Hospital, 
Chicago. 
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when convalescents demur 
at the monotony of milk 


Cocomalt 


more palatable, 


not only 


renders it 


but increases 


food value over 70% 


“Revs sed is a balanced com- 
bination of milk protein, milk 
minerals, cocoa, sugar, malt and 
eggs—designed to be added to 
milk, hot or cold. So mixed, the 
result is a delicious, chocolate 
flavor food drink—high in nu- 
tritive value and extremely pal- 
atable to convalescents, children 
and invalids who find a plain 
milk regimen irksome and diff- 
cult to adhere to. 
High caloric value 

When made asdirected, Cocomalt 
increases the caloric value of a 
glass of milk 72%—adding 46% 


© 





EDDS 707 MOR 


comalt\- 


DELICIOUS HOT OR COLD 


more protein, 56% more mineral 
salts, 188% more carbohydrates 
— but only 12% more fat. The 
fact that the fat content is in- 
creased by only 12% is significant 
in that it indicates that Cocomalt, 
while tending to build bone and 
muscle and supply energy, im- 
poses no digestive burden. 
Laboratory tests show that 
Cocomalt contains Vitamin A 
and also Vitamin B complex. 
Moreover, it contains Vitamin 
D in sufficient quantity to make 
a definite contribution to the 
anti-rachitic potency of the diet. 
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Cocomalt is made under modern, sanitary 
conditions— packed in air-tight tin con- 
tainers. Sold at grocery and drug stores 
at 30c the % lb., 50c the lb. and in the 
economical 5 pound family size. 

FREE to Physicians 
Let us send you, without cost, a full-size 
can of Cocomalt. Simply fill out and mail 
the coupon below. 


R. B. DAVIS CO. 
Dept. 165, Hoboken, N. J. 
Please send me, without charge, a half pound can 


of Cocomalt. 
Name 
Address 


City eceneiatidteaaninaaieiiiatinimeieanS , State 
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The Value of Cooperation in 
Ward Administration 


By GLADYS SELLEW, M.A., B.S., R.N.* 


Assistant to the Dean, Illinois Training School for Nurses 


cussed in this chapter is the necessity of perfect co- 

operation between the nursing department and other 
departments of the hospital. The accompanying diagram 
taken from Chapman’s “Hospital Organization and Man- 
agement” illustrates the relation of various departments 
of the hospital, as the hospital superintendent thinks of 
the situation. 

The work of the various departments converges on the 
ward. For this reason the head nurse usually comes into 
more direct and constant contact with the personnel of 
the other departments than does any other member of the 
nursing body. Cooperation means much more than can 
ever be comprised in any set of rules, but rules decided 
upon by the head of the department tend to minimize the 
friction due to the personal element. 

Cooperation between the nursing department and the 
medical department is based on a clear understanding of 
the fact that the nursing care of the patient is absolutely 
under the direction of the medical staff. Growth in the 
medical profession does not rest on attempts to take over 
into the nursing departments responsibility that should 
rest with the physician, but rather to improve our share 
of the work. 

That the nursing care to be given the patient is under 
the absolute direction of the physician does not imply that 
the nursing body is under the control of the medical staff 
in other matters. 

There are many points that should be arranged by the 
heads of the administrative department, the nursing de- 
partment and the medical department, their decision to be 
adhered to by all members of the various departments. 
Mimeographed copies of their decisions should be avail- 
able to all that need them. The head nurse is responsible 
for seeing that such decisions (as far as they apply to 
the work in the wards) are carried out as prescribed. For 
example: methods of writing orders for medication or 
treatment, abbreviations to be used, and hours at which 
rounds may be made or nurses called upon to assist with 
treatments (other than emergencies). 


*A chapter from her recently published book, 
tion.”” W. B. Saunders Company, Philadelphia. 


7 HE function of the nursing department to be dis- 


“Ward Administra- 


oe 


Good ward management is the best cooperation that a 
nurse can give, and secures as far as circumstances will 
permit good nursing care to the individual patient. 

The modern tendency is toward centralization and 
standardization. The degree of centralization and stand- 
ardization is decided by the administration, with reference 
to the hospital as a whole. Both of these methods for the 
simplifying of hospital work have a great effect on ward 
administration. 

By standardization of equipment is meant that there 
are comparatively few different sizes and types of each 
kind of articles required in the running of the hospital. 
The following list, giving the standard sizes of a few 
articles on the linen list, may illustrate the meaning of 
“standardization.” 


Pe EN Sew iscewaskeavanes 3 sizes, 36 by 36 
36 by 72 
36 by 76 
Ne SR oc cc eeatiaxacaxs 2 sizes, 36 by 42 
36 by 45 
BE aise ka nena wie aatcac 3 sizes, 63 by 99 
72 by 99 
72 by 108 
SEC ncucacendiocnmes 2 sizes, 54 by 72 
45 by 72 
LT EE Pee ee 2 sizes, 63 by 90 
72 by 90 
re 2 sizes, 18 by 45 
18 by bolt 
CUE 5a a wea ne Se 2 sizes, 18 by 36 
22 by 44 
I i oatiwine ced es ecm 2 sizes, 16 by 32 
18 by 36 
SD EE énncaredeeheaess 2 sizes, 13 by 18 
18 by bolt 


The plan for reducing the number of sizes and types of 
each kind of article is being pushed throughout the hos 
pital—fewer types of instruments and skin and hypo 
dermic needles and fewer types of gauze dressing and 
sponges. If the time ever comes when hospitals cal 
agree on the sizes of dressing and sponges that are re 
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A CENTURY OF QUALITY LEADERSHIP 


Take the Purity of 
SORBANT GAUZE 





The Emblem of f Y Je 
Hospital r r ! 
ee O an e e JOSEPH GRISWOLD 


Founder of 
Griswoldville 
Manufacturing Co. 


The perfection of Sorbant Gauze can be taken for 
granted by YOU because it is maintained unvary- 
ingly by US. 


In every particular Sorbant Gauze meets the 
highest standards of hospital requirements. It 
is 100% pure. It is made only from the finest se- 
lected cotton. It is uniform in weight—free from 
starch—white to the very heart of the weave. 
It has a full strong body. It has maximum ab- 
sorbency. It is absolutely dependable. 


For 100 years Griswoldville has been maintain- 
ing these quality standards—standards which 
measure up to the finest hospital practice. That 
is why leading hospitals throughout the world use 
only Sorbant Gauze! 


Samples of various grades of Sorbant 
Gauze will be sent you upon request. 


GRISWOLDVILLE MANUFACTURING COMPANY 


Dept. M, 56 Worth Street, New York 
CHICAGO OFFICE: 323 South Franklin Street 
Mills at Griswoldville, Turners Falls and Colrain, Mass. 


SORBANT 


REG US. PAT. OFF. 


GAUZE 
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quired, these articles can be made by machinery, thus 
saving many hours of the nurses’ time. 

By centralization is meant the centralization of certain 
types of work in a single area adapted to that particular 
type of work. It reduces the cost of running the hospital, 
centralizes responsibility (this makes it far easier for 
the superintendent to check up on the responsibility and 
efficiency of the personnel in charge of various depart- 
ments), and leaves to the nurses on the ward the single 
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to the kitchen just as they were taken from the patient, 
In the case of an isolated patient the tray would he 
wrapped in a newspaper before being put on the elevator, 
At any time, day or night, a glass of milk or orangeade 
would be sent, upon order, from the kitchen. 

The linen would be sent from the central linen room 
in separate bundles for each patient, each bundle cop. 
taining the required amount of linen. While a small 
emergency closet is kept on the ward, it is replenished at 

once if linen is taken from it. Unde 





L etiend 
stevice 


DIRECTOR 





this system the daily linen can be ordered 
by the number of patients (instead of the 
usual rather lengthy system of ordering 
the required amount of each article), 
and need not be counted or placed on th 
shelves. 

All equipment needed in nursing procedures 
and trays that the doctor may need for his 
work, are prepared and kept in readiness in a 
central room, from which the required equip- 
ment is ordered and sent up to the ward on the 
elevator. The equipment is returned to the 
central room without being cleaned. This sys- 
tem minimizes the amount of equipment 
needed, ensures a uniform method throughout 
the hospital and takes away the responsibility 
of keeping this equipment in order from the 
overburdened head nurse. 

The corollary to the centralization of the 
various types of work to be done in the hos- 
pital is to centralize in the patient’s room or 
in the small unit of patients all conveniences 
and necessities for the nursing care. The 
private rooms have complete equipment for 
the personal care of the patient and, on the 
assumption that the patient feels that he is 
being waited upon if the nurse is in the room 
but feels neglected if she is out of sight even 
if she is engaged in getting something or pre 
paring for his care, the wash room adjoining 
the private rooms and utility rooms adjoining 
small wards are completely equipped for the 
making of poultices, the preparing of stupes 
and the performing of similar duties. Every- 
thing is planned so that (1) the nurse may 
spend her whole time in the immediate care 
of the patient and so that (2) her only con- 
cern may be the nursing care of the patient. 

There is a great variation in the degree 
of standardization and centralization among 








In this figure an attempt is made to visualize centralization 
of control with the division of departmental responsibility on a 
Attention is 
directed, first, to provisions for advisory groups in the form of 
the medical, out-patient and nursing councils and, second, to 
the fact that the assistant superintendent is definitely in charge 
of a departmental activity and but slightly superimposed over 
other department heads, assuming the position of ranking of- 
ficer in the administrative group in the absence of the super- 
(From Chapman’s “Hospital Organization and Op- 


basis of actual performance of various activities. 


intendent. 
eration.” Courtesy of the Macmillan Company.) 


job of nursing. Their attention is not distracted by the 
preparation and after care of equipment, by the care of 
the linen closet, by the supervision of a diet kitchen on 
the ward or by the preparation of intermediate nourish- 
ment. 

The food, under this system, would be prepared en- 
tirely in the main diet kitchen and sent to the wards on 
elevators designed for the purpose, the trays ready to 
take at once to the patient. The trays would be returned 


hospitals. Many have the central tray service 
plan for the serving of meals, but few have 
a twenty-four hour service in the diet kitchen 
for milk, eggnogs, etc. This intermediate re 
freshment is generally prepared in the diet 
kitchen on the ward. Food may be prepared 
in the central diet kitchen and sent to the 
diet kitchens on the wards in electrically 
heated carts. The food is then served from 
the ward diet kitchen under the direction of 
the head nurse or a dietitian. If the serving of the 
patients’ meals is under the direction of the head nurse, 
her time and attention are diverted from the supervision 
of the nursing care of the patients. 

The majority of hospitals requisition linen daily from 
a central linen room. If this is done the individual ward 
should have a linen standard from which may be computed 
the daily linen order. The type of standard given here 
is practical in the average hospital. 
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DATA FROM WHICH LINEN RnQuisrrsoe Is MADE 
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Standard for articles 


| Emergency standard for 














| u for ward ward as a whole 
Name of Standard per patient Number of patients | as a whole Number on 
article per day using | using designed hand in Order 
designed article article linen-closet Deviation 
Per day | Per week | Standard from 
standard 
































If made in this form, the head nurse herself is helped 
to make a legitimate order, and the supervisor and head of 
the linen room have a clear idea of the reason for the 
order. Emergencies can be cared for by special order 
from the linen room or an emergency supply may be kept 
on each ward. 

A few hospitals do not have a central linen room, hav- 
ing instead a definite supply for each ward, the linen be- 
ing washed and returned to the ward from which it was 
sent. If this is done, a total, as opposed to a daily stand- 
ard, must be made, although the daily standard is still 
necessary for a check on the daily use of the linen. The 
total linen standard is an adaptation of the daily requisi- 
tion standard which is also presented here. 

For the central linen supply the standard is computed 
for the average number of patients in the hospital. The 
daily census for the hospital is not subject to as great 
proportional variations as is the daily census of each in- 
dividual ward. The reserve supply of linen for the 
central linen room, therefore, need never be as great in 
proportion to the total linen supply as the sum of the 
reserve linen supplies on all the wards under a decen- 
tralized system of handling linen. 

The linen inventory should give this information: 

If a centralized system is used: 

1. Linen in use (on the wards). 

2. Soiled linen both on the wards and in central room 

for soiled linen. 

Linen in reserve. 

Linen in laundry. 

Total. 

Comparison with standard for hospital. 
Comparison with statement on books. 

If a decentralized linen system is used, the following 
information must be given for each ward: 
Linen in use on ward. 

Soiled linen on ward. 

Linen in reserve on ward. 

Linen in laundry. 

Total for ward. 

Comparison with standard for ward. 
Comparison with statement on books. 

Concerning a method of keeping a perpetual inventory, 
the inventory is best kept by the card file system, although 
the same results may be achieved with paper forms. 
There should be a card for each type of article, filed 


ID OE gw 


SPS hee 





alphabetically. The card shows at all times the number 
of articles of that type on hand. For instance: 
Sheets 63 by 99 inches. 


ee er 1,000 
January 5, 1928, 200 received............. 1,200 
a ee re 1,200 


The inventory should be taken frequently. 

There should be an inventory of all ward equipment, 
diet kitchen equipment, glassware, enamel, rubber goods, 
instruments and needles. 

If the central tray service system is used, the equip- 
ment does not come under the supervision of the head 
nurse. If, however, the trays are served from the ward 
diet kitchen, the standard and method of inventory and 
the current inventory of the equipment are handled in 
the same way as the other equipment on the ward. As 
in the case of the central linen supply, less equipment is 
needed if the serving is handled from a central unit. 

If the trays necessary for nursing procedure and the 
doctor’s work are sent from a central supply room, the 
amount of equipment needed for the hospital as a whole 
is reduced. If the supply for each ward is kept upon 
the ward, the standard should be based on the equipment 
needed for the procedures to be carried out on the ward. 
The daily routine will help in ascertaining the amount of 
each type of equipment needed. The method of handling 
the equipment must also be considered; whether its use 
may be practically continuous or if after care and prep- 
aration for further use require some time. The boiling 
of rubber goods as opposed to dry sterilization carried 
out once or twice a day illustrates the point. 

The perpetual inventory is best kept by the card file 
system. There should be a card for each article, with 
the number on hand of that type of article, space for 
renewal, etc. The actual number of articles on the ward 
should be ascertained at certain set intervals and com- 
pared with the number shown by the cards issued. 

Many hospitals have a cost accounting system in which 
each ward is charged for all equipment issued to the 
ward. The average length of service of each article is 
ascertained and is used as one factor in the standard by 
which to gauge the efficiency of the head nurse. The 
length of service seems to me an unfair gauge since the 
charge of breakage or destruction is in proportion to the 
number of times the piece of equipment is used and not 
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Down the Death-Lined Streets 
a Tall, Gaunt Figure Strode 


In 1879, a certain southern city was 
fighting its most desperate battle. 


Throughout the town, unseen hosts of 
Yellow Fever germs made swift, silent 
raids, leaving grim trails of disease and 
death. Business stood still. Guardsmen 
patrolled the otherwise deserted streets. 


Medical men fought desperately to 
stem the ever-swe ling legions that 
marched against them. 


Into this picture the first Clow Soldier 
of Sanitation was called. Down the 
death-lined streets he strode, a tall, 
gaunt figure—but the figure of vic- 


tory. He cleaned up the sources from 
which the Yellow Fever armies drew 
replacements. And the medical men 
wiped out the enemy. 


Today this man leads Clow’s Soldiers 
of Sanitation in equally important bat- 
tles against uncleanliness, insanitation, 
pollution and disease. 


Each of these men is a specialist in 
working out plumbing installations in 
the public places, where disease germs 
rally so readily. At his finger tips is the 
experience from a time long before the 
great battle in a southern city —to the 





PREFERRED 


FOR 


EXACTING PLUMBING SINCE 


1878 


modern battles in the schools, hospitals, 
industrial plants and public buildings of 
today. At his back is the most com- 
plete line of specialized plumbing fix- 
tures in the world, designed to help 
him as no other fixtures can. 








For 52 years, Mr. W. E. Clow, Sr., has led 
Clow’s Soldiers of Sanitation by crowding into 
the heat of every fight where his years of skillful 
experience will turn the battle against insanita 
tion, trouble and waste 
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the length of time that it lies in the drawer or on the 
shelf. This applies to such articles as syringes, needles 
and rubber goods. The amount of equipment issued to a 
ward would only be a fair standard if wards that were 
equally active are compared. 

It is absolutely essential that the student have some 
conception of the cost of equipment and the cost of nurs- 
ing service per unit of time, not only the cost of the ar- 
ticle, but the cost per usage. 

For instance: The temperature, pulse and respiration 
of three-fourths of the patients on a ward where the 
average occupancy rate is twenty-eight have been taken 
two times a day and of one-fourth of the patients five 
times a day. It is decided to take the temperature, pulse 
and respiration of all the patients on the wards five times 
a day. The superintendent desires to know of the nursing 
department approximately what would be the additional 
cost, both for the extra hours of nursing service needed 
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The cost of the thermometer js 
fifty cents. The cost per week is $1.25. Cost per usage 
is $1.25 divided by 539 or .23 cents. Cost per day if 
seventy-seven temperatures are taken is 17.7 cents. If 
140 temperatures are taken a day, the cost per use of the 
thermometers will be 32.2 cents a day. 

The cost of proposed change in frequency of taking 
temperature, pulse and respiration of patient would be: 
for nursing service, $839.50; for breakage of thermome-. 
ters, $52.92; total $892.42 a year or the interest on a 
capital of $17,848 at 5 per cent. 

A definite time should be set for the issuance and re- 
demption of equipment. Current supplies, such as soap 
and toilet paper should be ordered only in such quantities 
as are necessary until the next date for ordering of 
supplies. A standard of what should constitute the aver- 
age order necessary for this period must be prepared, and 
if a deviation is made the reason should be stated. A 


those unfitted for use. 











Standard per patient 
using designated 

article Average number of 
patients using 

designated article 


Name of 
article 








| | 
On a three-day 
laundry turnover 





| 
| 


Per day 


and for possible additional breakage of thermometers. 

Let x equal the number of patients on the ward (28). 
Let y equal the average length of time (three minutes) 
that it will take to ascertain and record the temperature, 
pulse and respiration of the patient. 

If temperatures are taken two times a day on three- 
fourths of the patients and five times a day on one- 
fourth of the patients, then (%2x2y) plus (%4ax5y) 
equals 11/4 xy or 231 minutes of nursing service that is 
required to take the temperatures of three-fourths of the 
patients two times a day and one-quarter of the patients 
five times a day. If temperatures are taken five times a 
day on all patients then x» x 5y equals 5 xy or 420 minutes 
of nursing service that is required to take temperatures 
of all the patients five times a day. 

The cost of a graduate nurse’s time is approximately 
seventy to seventy-three cents an hour. The cost of the 
proposed change would therefore be the difference be- 
tween $2.74 and $5.04 or $2.30 per day, or $839.50 a year. 

The life of the thermometer in terms of the number of 
times used before breaking or being unfitted for use may 
be determined as follows: In the first situation, seventy- 
seven temperatures were taken daily or 539 a week; 2.5 
thermometers may be considered an average number 
broken a week when this number of temperatures are 
taken on the ward. Hence, 2.5 thermometers must be 
ordered from stock every week to replace breakage and 


DATA FROM WHICH STANDARD FOR WARD OR HOSPITAL MAY BE MADE 


| 
Per day | Per week | With a three-day 






Standard for articles used for the 


ward as a whole 
Standard for emergencies 
above that allowed Total 
for daily use 
(ward as a whole) 





laundry turnover 


be kept on the ward 


slight excess for emergencies should 
for emergency requisitions. 

In concluding this chapter I would emphasize that the 
duties of the housekeeping department and of the per- 
sonnel on the wards should be listed and the list mimeo- 
graphed and made available to all who need it. 





Postgraduate Nursing Work 
in Canada 


“Only ten years ago were Canadian nurses given their 
first opportunity to obtain postgraduate experience and 
education in Canadian universities. To-day seven uni- 
versities between the Atlantic and Pacific coast are open 
to nurses,” an editorial in the Canadian Nurse points out. 
It continues, “No doubt, other institutions will open their 
doors as soon as it is evident that there is sufficient de- 
mand for them to do so.” 

There is also an increase in the number of scholarships 
offered by nurses’ organizations, the editorial says. The 
interest shown by the secondary schools in cooperating 
with nurses’ organizations for finding means whereby 


these schools may aid in assisting with nurses’ education 
is a marked indication of the trend towards better educa- 
tion for the nurses. 
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MEDICAL HISTORY 
ORIGINATES ITS OWN GREAT NAMES 


REAT men have revolutionized scientific thought, medication and technique. 








[Their names alone suggest their high attainments. Thus we have Hippocrates 
&é o 
.. Morton 





... Vesalius... Harvey... Leeuwenhoek . . . Jenner . Pasteur . 


so ME oss 


Identification with a profession that honors great men like these demands that a 
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business organization's attitude be far higher than mere commercialism. It requires 





the emulation of their ideals and spirit. 






For fiftv-six years the Davol Rubber Companv has held to the principle that rubber 
I 






roods for hospital and sick room should alwavs measure up to the exacting 
} 





standards of the medical and surgical professions. 
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DAVOL The Davol Rubber Company ts the largest exclu 
sive manufacturer of rubber goods for use in the 
Surg. ms Rubber Glove “Ws 
( hospital and sick room. You will do well to buy 
at rs 





them by name from reputable hospital and surgical 
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Treating Simple Obesity in an 
Out-Patient Clinic 


By THELMA TUBBS CURRIER, B.S. 


Dietitian, Peter Bent Brigham Hospital, Boston 















BESITY definitely presents a factor that plays an The importance of average weight is given careful con 
important réle in the life of a great many indi- sideration by insurance companies, so much so that some 
viduals in this age. One reason, perhaps, is that individuals who have always prided themselves on being 
the present day fashion in women’s clothes makes excess hale and hearty are surprised, shocked and displeased 
weight more apparent and more undesirable than in the when life insurance has been refused to them on the 
days when pronounced curves were fashionable. This grounds of overweight. It has been shown that the span 
great desire for similarity in general appearance has of life for an obese individual is likely to be shortened 
been of much aid in getting women to diet for over- considerably in comparison with an individual of aver- 
weight. The other, and undoubtedly the important rea- age weight, all other factors being equal. 

son is that after all obesity must be given consideration During the past five years we have had the opportunity 
in connection with its relation to matters of general health. to study a group of women in the out-patient department 































TABLE I—OBESITY DIET PRESCRIBED IN THE NUTRITION CLINIC OF PETER BENT BRIGHAM HOSPITAL, BOSTON 















Weight 
Grams Average Measure Calculation’ 
MORNING: 

Fresh fruit, except banana, without sugar........ 100 1 serving 10 — O— 0 
DE Sdddeds tweessesGheeendaseceedvenenseeanees 30 1 0 — 6— 6 
tt dhiwitnebideatiaewiaes Ghdiseakonetabes cus 30 1 average slice 188 — 3— 0 
a a a rs re ee eel i 5 1 teaspoon 0 — o— 4 
aa ree a rae er cn a anes aid 30 2 tablespoons 15— 1— 1 
DY teseuadyVedeneedsensont sbueessebaeouk ses 5 1 teaspoon 5 — O— 0 













— 
Oo 





Tea or coffee as desired. 










Noon: 













Se Ne ea ook ceeaeeeee ein 120 % pound 0 — 2— 12 
DE dteistdecheaeseddesnneennseseecedicvonds 90 1 average size 188 — 3— 0 
Vegetables 3 per cent, those that grow above the 

EE aviciieade caddie seas URA CARS REET AS SRA kd 300 2 saucers 100 — 5— 0 
Fresh fruit, except banana, without sugar........ 100 1 serving 10 — O— 0 
DE Se0nntwatedeccdeueenedetiadebesenedseens 5 1 teaspoon 0 — O-— 4 
Se Bid ara ah ea ase le eran cieng waaay Gaiman ca aOR eI 30 2 tablespoons 15— 1— 1 
DT: de nbacen dada bhadeawieeddesebs sennnuseedan 5 1 teaspoon 5 — O— 0 
Tea or coffee as desired. 4 37 













NIGHT: 
is la ia Van wes wrote Rosa we lc 






i tae aacewhieee anew aede ete 
er Ne dh ne re ala alt 













rr rr ie Ne bide eae ceeasaweabene — 
Total, 1,237 calories per day. 






1 This rough calculation is not included on the slip given to the patients. 
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OVER 8,000 SEPARATE PIECES 


of Gorham Hospital 
Silverware 
for Columbia-Presbyterian 
Medical Center 


It is only fitting that the world’s 
finest medical center should be equip- 
ped with table ware of Gorham quality. 
The selection of this long-lived silver- Hot Milk 
ware is a tribute to the business acumen 
which has characterized the entire man- 
agement of this great center. 


Sound Hospital Management is al- 
ways based on economy. And there is 
no truer economy than the use of 
Gorham silverware. It is made up toa 


reful con 
ak enti Ciabination Dent standard — not down to a price. Each 
on being for many uses year that it is in service (and it will be 
lispleased for many years) it demonstrates the 
n on the wisdom of buying the best. 

the span _ 

shortened . a a Write for illustrated catalog, or ask 
of aver- a for a salesman to call. 

portunity Made complete ix different sizes and capacities. 
»partment Sugar Bowl 
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of the Peter Bent Brigham Hospital. The group as a 
rule has been composed of women between twenty and 
sixty years of age. The majority of those studied have 
been of foreign birth although some are American born. 
Some in the group have shown themselves to be intelli- 
gent, interested and cooperative, while others, less in- 
telligent, visit the clinic because the doctor has frightened 
them in an attempt to make them realize that obesity 
is a real danger. The women studied were examples 
of true obesity. The excess fat seemed to be deposited 
on the body in layers, their posture was typically bad 
and they often complained of fatigue. 

The organization of the clinic has been previously 
described’ but it might be well to give here a brief review 
of the work. The patients who are seen in the nutrition 
clinic have been examined by the doctor in the general 
medical clinic. The doctor makes a note on the patient’s 








TABLE II—CLASSIFICATION OF FOODS ON A GENERAL 
OBESITY DIET 





Fruits Vegetables 
5 Per Cent 3 Per Cent 
| Grapefruit ge ag 
Cabbage 
| 10 Per Cent Radishes 


| Orange 
Fresh peaches 
Fresh pineapple 


5 Per Cent 
String beans, old 


Turnip 
15 Per Cent — 
eets 
Apples Carrots 
Pears Onions 
| Cherries Green peas, young 
Grapes : 
| Melons Meat 
Beef 
Vegetables — 
3 Per Cent Veal . 
Lettuce 
Celery Poultry 
Spinach Fowl 
All greens Roosters 
String beans, young 
Asparagus Fish 
| Mushrooms Bluefish 
Tomatoes Cod 
French artichokes Flounder 
Cucumbers Haddock 
Brussel sprouts Halibut 
Watercress Salmon 
Okra Oyster 


record concerning any condition that he wants to have 
given special consideration. This record is sent to the 
nutrition clinic with the patient. A routine food intake 
was taken at first in an attempt to ascertain the food 
habits of the patient. In the majority of cases a rou- 
tine food intake seemed of little value from either an 
educational or statistical point of view. Some general 
conversation in regard to food habits precedes the actual 
explanation of the diet. This talk gives more light on 
the previous diet as concerned with obesity than a more 
formal method. The intelligence of the patient, of course, 
must always be taken into consideration. 

The most common and difficult problems to combat with 
the patient are: First, a vast majority of these women 
who are foreign have not the slightest desire to lose 


63-65. Trained Nurse and 


1 Organization of a Nutrition Clinic, pp. 
Hospital Review, July, 1929. 
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weight and become “skinny,” as they express the condi- 
tion. Their husbands are used to seeing them fat and 
most of them have the idea that flesh denotes strength 
and health. So no encouragement comes from the family, 
Second, there seldom is the complication of disease to help 
frighten them into adopting a certain diet. In diabetes, 
for example, if the patient does not follow instructions 
with regard to his diet his physician or the dietitian 
tells him of the serious consequences that will result, 
In uncomplicated cases of obesity one can only endeavor 
to paint a picture of discomfort and the lack of a trim 
figure in an attempt to induce the patient to follow the 
prescribed diet. Third and last of the specific problems 
is the one due to the fads of dieting in the present day. 
There are so many popular reduction diets with an ex- 
ponent for each that most persons are frankly bewildered, 
The craze for the so-called eighteen-day diet almost dis- 
rupted the morale of the clinic. 

Many methods are employed in prescribing diets to the 
obese. Diets of low caloric content are used in some 
clinics with the idea that the patient always will eat over 
the allowance. We have often found the opposite to be 
the case. The idea is often accepted that to diet means 
to abstain rigorously from food. If too low a diet is 
outlined the results may be serious. As a group, dietitians 
have a tendency to become so engrossed in the actual 
details of the diet that they neglect the needs of the 
individual. When a diet is to be outlined, no matter 
whether it is for a person who is obese, has diabetes or 
is malnourished, the person to eat the diet must be the 
first consideration. Consider his needs as they fit his 
work, his play or his general activities. It is difficult to 
cater to the many personal likes and dislikes of food. 
Probably it is best to work out a general outline rather 
than to indicate specific foods. This outline will further- 
more aid in the teaching of the patient of ways to vary 
his daily diet. There is bound to be a certain monotony. 
If the patient gets too dissatisfied and discouraged with 
this sameness of diet it is often wise to discontinue the 
diet for a week or ten days. After this unexpected holi- 
day the diet will be attacked with renewed vigor and 
enthusiasm. 


Patient Must Have Encouragement 


Considerable time is spent in the clinic in trying to 
point out to the patient the value of the diet. Encourage- 
ment to follow the diet needs to be given generously. 
Families as a whole are usually out of sympathy with 
another member on a diet. In a spirit of playing a prank 
they often try to get the member in question to break 
away from the diet. They do not realize that each time 
the diet is not adhered to makes the period of dieting just 
that much longer. It takes very little discouraging by 
some member of the family to make the person who is 
dieting feel that the diet is a waste of time. 

With these problems in mind the diet of simple, avail- 
able foods, shown in Table I, has been compiled and pre- 
scribed routinely for obese patients. 

The following general directions accompany each diet 
list: 

Eat lettuce and mineral oil mayonnaise, as desired. 

Eat clear broth with fat removed, as desired. 

Eat no sugar. 

If hungry between meals, eat fresh fruit, except ba- 
nanas, without sugar. 

Drink from six to eight glasses of water a day. 

Eat nothing except what is on the list. 

Eat the vegetables that grow above the ground rather 
than below. 
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One Reason why 
Women Criticize Hospitals 


An intimate detail in 

hospital service which 

should be given spe- 
cial consideration. 


HE impressions which women 
take home from your hospital 
—and tell their friends—are often 
gathered from little things which 
are seemingly unimportant. Even 
a detail of service, such as toilet 
soap—if it is not the complexion 
soap that women like—may be “just 
one more thing” for an irritable 
patient to criticize. 
Why take chances with any other 
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Made of pure palm 
and olive oils 


Palmolive is a scientifically sa- 
ponified blend of three vegetable 
oils: palm oil, olive oil and coco- 
nut oil, It contains no free fatty 
acids and no free alkali. These three 
oils and no other fats whatsoever 
are used in its manufacture. 

Palmolive in your hospital means 
to every woman that you are con- 
siderate of her little home comforts 
and her beauty needs. Men, too, 
appreciate Palmolive because it 1s 
the soap they are used to at home. 

In spite of its quality and pres- 


tige, Palmolive costs no 





toilet soap but the kind 
you know pleases women 

-the favorite beauty soap 
ef more women than any 
other — Palmolive! More 
than 19,000 leading beauty 
shops today are telling 
women to use only Palm- 
olive on the skin. 





wi 1% oz. 
2 


Palmolive in 4 special sizes for hospitals 


Miniature Palmolive 
Petit Palmolive 
Special Guest Palmolive 
Special Club Size 
Your hospital’s name on the wrappers with 
orders of 1,000 cakes or more. 


more than ordinary soaps. 


Write for samples and prices of 


/2 OZ. our four special hospital sizes. 
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Palmolive Building, Chicago, Illinois 
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The following recipe is also given for mineral oil may- 

onnaise: 
Mineral Oil Mayonnaise 
Egg yolk, 1 
Mineral oil, 1 pint 
Vinegar, to taste 
Salt, to taste 
Pepper, to taste 
Mustard, to taste 

Beat the egg yolk until it is stiff. Then beat in one tea- 
spoonful of vinegar. Add the oil drop by drop, beating 
constantly. Finally add vinegar to thin the dressing to 
the desired consistency, and seasoning. As much as two 
tablespoonfuls of this dressing may be used at each meal 
without counting any food value. 

If unusual interest is displayed it is found helpful to 
include the classification of foods shown in Table II. 

As a whole the patients on the diet are contented. 
During the first period they almost always have a tre- 
mendous appetite and it takes a good deal of will power 
to follow the régime. There is one general complaint— 
that the diet has a tendency more than to satisfy at each 
meal. Shortly afterward the patient is hungry. This 
expressed need accounts for the use of fresh fruits be- 
tween meals. If the diet can be carefully followed for 
a few weeks, half of the battle is won. There seems to 
be a tendency to lose the craving for food either great in 
quantity or concentration. Discontinuing the diet even 
for a day, unless the patient is discouraged or is ill, up- 
sets the routine enough so that the problem is nearly as 
great as starting the diet again from the beginning. 


Results Have Been Gratifying 


The loss of weight is rapid at first. It is not unusual 
for a person to lose five pounds during the first week. 
Ideally we attempt to have our patients lose an average 
of two pounds a week. We have kept in touch with those 
who have lost more than ten pounds in periods varying 
from eight to fifty-five weeks. 

From April, 1925, until January, 1930, 596 persons, 
chiefly women, were given instruction in reduction diets. 
Of this group 149 lost ten pounds or more. The follow- 
ing classification has been made of the cases studied: 

Patients who did not return after the first visit, 35 
per cent. 

Patients who lost less than ten pounds, 35 per cent. 

Patients who did not respond to treatment, 5 per cent. 

Patients who lost more than ten pounds, 25 per cent. 

We felt in general that the patients who did not re- 
spond to treatment could be classed as follows: uncoop- 
erative, refusing to follow instructions; insincere in the 
desire to lose weight; discouraged, returning only for 
two or three visits. On the other hand, some of the 
cases classed as uncooperative may have had family 
problems that we failed to investigate. It would, un- 
doubtedly, be much to our advantage to be able to devote 
more time to patients who do not respond to the treat- 
ment. Some interesting observations might result show- 
ing various reasons why a diet was not practical. 

This method of handling cases of simple obesity in an 
out-patient clinic is not necessarily ideal. We have ob- 
tained, however, some gratifying results that give us the 
courage to continue this form of treatment. 

If we can continue to help 25 per cent of the women 
who are seriously hampered by obesity, our time is well 
spent. When the patients return to the clinic satisfied 
with their diets and pleased to have lost weight, they are 
a definite inspiration to the new patients. 
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The Social Service Dietitian—Her 
Duties and Qualifications 


That the social service dietitian is the logical interpreter 
of the work of the research nutritionist in the laboratory 
to the public, is pointed out by Dr. Lydia J. Roberis, 
association professor of home economics, University of 
Chicago, in a paper in the Journal of the American 
Dietetic Association. The social service dietitian takes 
the facts that the research nutritionist has discovered 
about food and the body’s need of it and translates them 
into terms of everyday living. 

The work of the social service dietitian lies in the three 
fields, Doctor Roberts says—in the public school; in the 
infant welfare or similar organizations; in the clinic or 
out-patient department. In the school, she outlines the 
nutrition work for the grades, instructs the teachers in 
the fundamental facts about nutrition and in methods of 
presenting the information to the pupils and discusses 
the problems of nutrition with parents. In her infant 
welfare work, she gives advice to mothers of preschool 
children. She holds individual conferences with the 
mothers, she holds classes and demonstrations for groups 
of mothers and makes regular visits to the home to see 
that a normal nutrition and health program are put into 
effect. 

In the clinic or out-patient department, the social serv- 
ice dietitian must teach and demonstrate to the patient 
or some member of the family how to plan, purchase, 
prepare and administer the diet. Often the patient has 
a preliminary course in the hospital during which his 
special diet is worked out and his education begun, but 
more often everything must be done in the clinic and the 
patient’s home. 

What training and personal qualities are required to 
make a_ successful social service dietitian? Doctor 
Roberts sums them up as follows: all the knowledge of 
nutrition possessed by the college teacher of nutrition; 
the special knowledge and experience of the hospital dieti- 
tian with diet therapy; the sympathy, understanding and 
teaching ability of both the primary and high school 
teacher; the knowledge of human problems and some of 
the technique of the social worker; the knowledge of 
factors influencing human behavior possessed by the psy- 
chologist; the persuasive arts of the advertising artist, 
the high pressure salesman or the stump orator. 





Graduate Course for Dietitians 
Is Announced 


A graduate course for dietitians is to be offered at 
Reading Hospital, Reading, Pa., according to a recent 
announcement. The course is designed to give the neces- 
sary practical training in a hospital to graduates of home 
economics schools before they can secure positions in hos- 
pitals as dietitians. 

The course will cover a nine months’ period and will 
include three months in the dietitian’s office, three months 
in the private kitchen and three months in diet therapy. 
These services will give the student an opportunity to 
become familiar with hiring and controlling help, buying 
supplies, planning menus, inspecting and distributing 
food, computing food costs, interpreting charts, laboratory 
records and doctors’ orders and planning the lay-out of 
equipment. 
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Finance Your Hospital 


in Ten Short Days 


OW often we marvel at the wonderful 
progress of science—how often de- 
; plore our inability to provide our hos- 
World-wide pitals with modern facilities for lack of 


Reputation runes. 














Without adequate financing the foremost 





























Years of institutions of today must yield their posi- 
tion of leadership to those more enterpris- 
Demonstrated ing and resourceful. 
Efficient Yet if we examine the records of our 
° leading hospitals, we shall find they keep 
Service apace with the advance of science by the 
simple expedient of rendering the best of 
Experienced service and of apprising the public of their 
a needs. 
Organizers 
d No longer need your hospital suffer for 
an lack of funds. 
Publicists More than a billion dollars have been 
subscribed in dignified ten-day campaigns, 
—— conducted by members of this firm and their 
associates. The total cost involved was less 
ET us consult with your than the average interest rate for borrowed 
Board. money. 
A conference costs you 
nothing . . . it may pro- Whether your needs are great or small, 
vide the solution to your this firm places in charge of your financing 






financial problem. 





———- 


program men of successful experience, and 
assures you of maximum results at a mini- 
mum cost. 


Ward, Wells and Dreshman 


475 Fifth Avenue, New York 
Directors of Money-Raising Campaigns 
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OUT-PATIENT SERVICE 


Conducted by MicHaEL M. Davis, Ph.D., 
Director for Medical Services, Julius Rosenwald Fund, Chicago 
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What Shall Be the Standards of the 
Mental Hygiene Clinic? 


By ELIZABETH GREENE 
Psychiatric Social Worker, Brooklyn Y. W. C. A., Brooklyn, N. Y. 


and more frequent for general hospitals to include 

some type of psychiatric service in their out-pa- 
tient departments. These special services have developed 
because of a demand on the part of psychiatrists and so- 
cial workers for a place to which so-called “mental cases” 
may be taken for examination and treatment, and because 
of a realization on the part of internists, pediatricians 
and other physicians that many of their patients have 
disorders that are functional. 

A psychiatric service passes through various stages. 
Starting frequently with a consulting neurologist, it de- 
velops into a neurologic clinic or a neuropsychiatric clinic 
and finally becomes a psychiatric or a mental hygiene 
clinic. A distinction is usually made between a psychiatric 
and a mental hygiene clinic, the first accepting individuals 
with more or less clear-cut disease entities which are 
treated by psychotherapy and the second furnishing ad- 
vice in regard to individuals and families whose con- 
stitutional and social maladjustments are often treated by 
manipulating the environment, that is, by the psychiatric 
social worker. 

In a large city there are types of clinics that accept 
and treat various types of patients. A neurologic clinic 
is one part of a hospital out-patient department and is 
similar to a surgical or medical clinic. The patient gives 
his own history, and the diagnosis and treatment depend 
almost entirely on the result of the neurologic examina- 
tion. The skill of one man, the neurologist, is the im- 
portant factor. In most neurologic clinics, however, a 
large proportion of patients present not neurologic, but 
functional disorders. For this second group, the neuro- 
logic examination and electrotherapy and hydrotherapy 
are not sufficient. Since the disorder of these patients 
involves the personality as a whole, a detailed personal 
history and sometimes verification and further data from 
relatives are necessary before the patients’ problem can 
be understood. In many neurologic clinics, the neurolo- 
gist takes upon himself the task of this additional type 
of examination and adds psychotherapy to his treatment 
tools. Because of the type of patient treated, the clinic 
may come to be called a neuropsychiatric clinic. 


W sna m the last fifteen years, it has become more 


Further specialization may lead to setting aside one 
day in the neurologic clinic for patients with functional 
disorders or having a separate psychiatric clinic, possibly 
a refer from the neurologic clinic. Physicians especially 
trained in psychiatry will be assigned to the staff of this 
mental health class or mental hygiene clinic. In addition 
to the services of a specially trained staff, a special exam- 
ination technique may be introduced. A psychologist may 
give psychometric examinations. Clinic secretaries, hos- 
pital social workers or psychiatric social workers may 
secure a history from the patient.before he is examined 
by the psychiatrist. Home investigations may be included 
and efforts made to change the environment. Treatment 
extends outside the patient himself and the clinic walls 
and is carried on not only by the psychiatrist, but by his 
partner, the social worker. 


Those Who Seek Treatment 


In the neurologic, the neuropsychiatric and the psychi- 
atric clinics, patients present more or less definite disease 
entities, neurologic disorders, major psychoses and minor 
psychoses. Children referred are epileptic or mentally 
defective. Besides the patients who are definitely sick 
and need a physician’s care, there is a large group of 
persons in the community who are maladjusted—persons 
who drink, persons who complain, persons who seldom 
work and children who misbehave. These persons need 
mental hygiene and for them relatives and social workers 
seek advice. A small proportion of these patients are 
referred to neuropsychiatric and psychiatric clinics, but 
the type of service provided seldom solves the problem. 
The psychiatrist is confronted by a situation he recog- 
nizes but does not know how to treat. It is to meet these 
situations that clinics bearing such titles as the family 
welfare clinic, the community guidance clinic and the 
advisory bureau are set up in social agencies, clearing 
bureaus and courts. In these clinics, the emphasis is 
social and psychiatry becomes the tool of social service. 

In contrast to the neurologic clinic where any patient 
with twenty-five cents may go and tell his complaints to 
the “professor,” is the mental hygiene clinic where the 
individual who is received as a patient is intensively 
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AS | clean, well-ordered floors 
. are possible in your hospital with 

Th e& C U 5 4 t oO n ad el Coo r Goodyear Rubber Flooring. It is 

a permanent flooring which ab- 

sorbs sound and is impervious to dirt. 


The pliant surface avoids wear. This 


IS Sl | en t, sanita ry, an d resilient flooring yields unharmed under 


= the scuff of heels and the scrape of 
Me : ° ‘ ; 
orderly in hospital use. heavy equipment. It is a restful cushion 
underfoot for hospital attendants whose 
work requires constant standing. 


‘he } , Goodyear Rubber Flooring possesses 
, laboratory cleanliness. Cold water is 

usually sufficient for sanitary mainte- 

nance. There is no fibrous material to 

absorb moisture. And for comfort the 

insulating qualities of rubber are well 

known—Goodyear Rubber Flooring is 


side one oe 7 r warm in winter and cool in summer. 
unctional i" 

_ possibly E Thirty colors and fifty-nine sizes meet 
, ially ‘ , , 

“yen: ' all decorative requirements. Cheerful 
addition patterns are possible for reception 
al exam- 5 | rooms and offices, orderly dignity for 
gist may . : 

fon, hheo- corridors, wards, and laboratories. 
se Goodyear Rubber Flooring can be used 
included to reduce noise on tables in dining 
reatment rooms. Laboratories find its instantly 
lic ~walls . ; 
t by his clean surfaces convenient on drain 


boards. Acid cannot stain it, nor usual 


reagent liquids. 
INSTALLATION OF GOODYEAR RUBBER FLOOR- 


| psychi- ING ; WARD AND CORRIDOR, MURPHY MEMORIAL 


Ray Rubber is a new Goodyear develop- 


» di : 
; spe HOSPITAL, WHITTIER, CALIFORNIA. ment for the protection of X-Ray rooms. 
aisle It contains a homogeneous lead material 
ely sick . 3 : 7 and is the equivalent of 1-8 in. lead 
pr. ied i tt sz sheeting. Adopted by leading hospitals. 
apeniee ~~ \< “ — < For complete information on Ray Rub- 
amine ea ) ber and Goodyear Rubber Flooring, 
nts are write to Goodyear, Akron, Ohio, or 
aves ag : | Los Angeles, California. 

recog- 

et these 

- family 

and the mm IN RUBBER 

clearing 2 ' # 

hasis is 

service. 

patient 

aints to 


ere the 
onsively 








142 


studied by other members of the professional staff before 
he is referred to the psychiatrist. Every effort is made 
to find out all about him, his physical condition, his in- 
telligence level, his economic history and his personal 
relationships. With this information, the psychiatrist is 
asked to interpret the situation and outline a treatment 
plan. The procedure in a neuropsychiatric clinic is usu- 
ally something between these two extremes. 

The set-up, method of examination and treatment in 
various clinics are correlated with the type of patient 
for whom the service is intended. It is somewhat cor- 
related, however, with the point of view of those in charge 
and with their attitude toward the social implications of 
psychiatry. Psychiatric or mental hygiene clinics are 
set up because there is a demand for this service, but 
there is often little enough evaluating of the actual serv- 
ice given. A patient with social maladjustments, with 
acute personal problems and with a disorder which in- 
volves the individual as a whole may be treated in the 
same way as a patient with a normal personality who 
has an infected lung or a broken finger. An effort on 
the part of propagandists in the mental hygiene move- 
ment to have mental patients treated in the same places 
as persons with other types of disorders has often re- 
sulted in their being treated in the same way. This 
treatment has sometimes been of little benefit to the 
individual patient and has led some social workers and 
physicians to doubt the efficiency of psychotherapy and 
other mental hygiene measures. 

In order to discover exactly what type of service was 
provided in New York City for individuals with various 
kinds of psychiatric and mental hygiene problems, a sur- 
vey was made under the joint auspices of the National 
Committee for Mental Hygiene and the New York City 
Committee on Mental Hygiene,’ covering clinics in the 
out-patient departments of hospitals, in schools, social 
agencies and institutions. Following this survey, mini- 
mum standards for psychiatric clinics were drawn up by 
three subcommittees of the New York City Committee 
on Mental Hygiene, based partly on the findings of the 
survey and partly on the general beliefs of a group of 
specialists. 


Standards the Hospital Must Meet 


While the findings of the survey were limited to one 
city and to forty-eight services, the standards are pre- 
sumably applicable to psychiatric and mental hygiene 
clinics connected with general hospitals throughout the 
country. The subcommittees of the New York City Com- 
mittee worked independently and three reports were 
submitted, one by clinic directors, one by clinical psy- 
chologists and one by psychiatric social workers. By 
making selections from the three reports, a general set of 
standards can be made covering (1) clinic setting, (2) de- 
tails of clinic management, (3) staff qualifications and 
(4) examination and treatment of the patient. 

Since adequate psychiatric and mental hygiene clinics 
cannot be provided by hospitals that are below par, it is 
required that the hospital in which the clinic is set up 
shall meet the standard set by the American College of 
Surgeons, that the other departments of its dispensary 
shall be adequately equipped to give first-rate medical 
service and that the hospital shall be able to ensure a 
budget adequate to meet the minimum standards of the 
psychiatric clinic. Specifically, in regard to the New York 





2 Report of a survey of mental hygiene facilities and resources in 


New York City, utilized by out-patient departments of hospitals and 
dispensaries, public schools, social agencies and by courts and protec- 
tive agencies, made by Elizabeth Greene, George K. Pratt, Stanley P. 
Davies and V. C. Branham. 
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situation, it was recommended that the New York City 
committee prepare a list of hospitals of proper caliber to 
include mental hygiene services in their out-patient de- 
partments, and urge them to establish standard clinics. 

The actual physical arrangements of the psychiatric 
clinic itself were described by the committee of social 
workers. “It is essential,” they said, “that there be com- 
fortable waiting rooms, provided with reading matter, 
light and ventilation. Every effort should be made to 
foster an atmosphere conducive to relaxation. Rules of 
silence and nagging on the part of attendants should be 
eliminated.” Private examining rooms should be provided. 


Measuring the Service by the Staff 


Various details of management are important if a 
clinic is to run smoothly, such as an appointment system 
—the clinic staff to meet its appointments promptly—in 
order to prevent “interminable waiting that gives rise to 
a state of mind in no way conducive to the establishment 
of a good rapport with the psychiatrist when the patient 
finally comes to his attention,” and a limited intake so 
that the necessary time may be given to each patient. 
Intake may be limited geographically or by type of case, 
and to some extent by a fee graduated from free service 
to an undetermined maximum. A fee, if standard for all 
clinics in a district, will reduce the practice of shopping 
around at different clinics and will provide a certain 
amount of revenue. (Pay for psychiatrists as well as psy- 
chologists and social workers is considered desirable.) 

Whatever the caliber of a hospital, whatever the space 
and furnishings, whatever the carefully planned rules and 
regulations, a psychiatric service is no stronger than the 
professional members of its staff. Since a psychiatric 
clinic must be prepared to examine and treat different 
types, adults with the first recognized symptoms of one 
of the major psychoses, great numbers of psychoneurotics, 
who spend their time in attending clinics, persons whose 
personality disorders have brought them to the attention 
of social agencies, mentally defective children, and chil- 
dren with behavior problems, the directing psychiatrist 
must have had a wide experience. 

To provide more physicians with this background, more 
and better instruction must be given to medical students 
in normal and abnormal psychology and in modern psy- 
chiatry dealing with the neuroses, personality deviations 
and the emotional difficulties of those physically ill. More- 
over, the clinical psychologists suggest that “instruction 
of the aims and techniques of clinical psychologists be 
introduced into the curriculum of medical schools.” For 
a psychiatrist to draw a child to his knee and ask, “What 
is the difference between a cat and a dog?” is no longer 
to be considered a psychological examination. 

The psychologists also have their professional stand- 
ards: a preparation that includes two years of graduate 
work and three years of clinical experience—this is re- 
quired for registered psychologists by the New York State 
law. Psychiatric social workers, according to standards 
for membership in the American Association of Psychi- 
atric Social Workers, must have a bachelor of arts degree 
from a college of recognized standing, or a well estab- 
lished equivalent, and either graduation from an accred- 
ited school of social work and one or two years of 
experience in psychiatric social work, or four years of 
experience in psychiatric social work. The assistant psy- 
chiatrist, psychologist and psychiatric social workers must 
fulfill the same educational requirements as his chief, but 
may be receiving some of his experience in the clinic to 
which he is now attached. 

The proper sized staff for a psychiatric clinic depends, 
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a uniformity of quality and efficacy 
by avoiding imitations. “Phillips 
Milk of Magnesia” bears our regis- 
tered trade mark. Insist upon it by 
mame. Obtainable in 4-ounce (25c 
bottles), 12-ounmce (50c bottles), and 
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and supply houses everywhere. 
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A given quantity of “Phil- 
lips Milk of Magnesia” (1) 
neutralizes about four times 
as much acid as a saturated 
solution of sodium bicarbon- 
ate, (2) and nearly fifty times 
as much as lime water. (3) 























end of the stomach and regurgi- 
tation of duodenal contents 
through the pylorus) fail to 
neutralize the gastric content, 
there is a need for ‘Phillips 
Milk of Magnesia.” 


Its antacid action is _ pro- 
nounced. It is agreeable to the 
taste and inviting in appear- 
ance. Further, it has the addi- 
tional merit of being a laxative 
—-a quality of importance since 
constipation is so frequently 
the underlying cause of hyper- 
acidity. 


HILLIPS 





Milk of Magnesia 


“Milk of Magnesia” has been the U. S. Registered Trade Mark of The Charles 
H. Phillips Chemical Co. and its predecessor Charles H. Phillips since 1875. 
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on (1) the type of patient accepted, (2) whether the 
purpose of the service is mainly diagnostic or diagnosis 
and treatment and (3) the number of clinic hours. The 
standards set up by the New York City committee do not 
favor small, part-time clinics, but require six clinic hours 
a week divided into two or three periods and a minimum 
of twelve hours a week of attendance from the psychi- 
atrists. This would be either two three-hour sessions or 
three two-hour sessions with two psychiatrists at each 
session. The director is to be a psychiatrist and psychol- 
ogists are to be attached to all clinics dealing with chil- 
dren. Ideally, all clinics of any type whatever dealing 
with children should have such service available. Three 
psychiatric social workers to each full-time psychiatrist 
are the required number. 

The standard clinic is now ready for its first patient. 
It is well equipped not only with its own staff but with 
consultant facilities. Thorough examination and treat- 
ment must be given to each patient. Sufficient time has 
already been secured for each patient by the appointment 
system. Specifically the psychiatrists feel that “good 
work cannot be done if the psychiatrist must see more 
than an average of two patients an hour.” This means 
that half an hour must be given to each patient. On the 
other hand, the psychiatric social worker says that “ex- 
perience shows that the time allotted for a first interview 
period should be the minimum of an hour.” They, no 
doubt, are reacting to a situation that occurs frequently 
in which the psychiatrist keeps Mr. B long past his al- 
lotted time, while Mrs. C, who has the next appointment 
and Miss A, who has an even later one, are becoming 
restless. The psychiatrist engrossed in Mr. B’s problems 
has no realization of the strain on those outside his office. 


Ward Beds Should Be Available 


The clinical psychologists believe that “from two to 
two and a half hours are necessary for the examination 
and interpretation of a single case. The committee feels 
that the requirement that five or six children be tested in 
the course of a day necessarily precludes careful accurate 
work.” A thorough social examination or history, secured 
by the psychiatric social worker, is usually an important 
part of the total examination, but it is recognized that 
under present conditions a complete and detailed social 
history cannot be secured in all cases. 

Both the clinical psychologists and the psychiatric so- 
cial workers emphasize the desirability of staff confer- 
ences on all cases, while the psychiatric social workers 
definitely describe the purpose of these discussions as the 
basis of a diagnosis and treatment plan. The psychi- 
atrists sum up treatment as “various forms of therapy 
including psychotherapy.” The psychiatric social work- 
ers specify that when treatment is to be given, it may be 
allocated in various ways, carried either by the psychi- 
atrist and psychiatric social worker together or by the 
agency worker, who refers the case, in close consultation 
with the psychiatric social worker and the psychiatrist, 
or, in some cases of mild personality adjustment, by the 
psychiatric social worker who, working in consultation 
with the psychiatrist, carries the main responsibility for 
treatment. 

Reference has already been made to other adequately 
equipped services to which patients may be referred for 
special examinations, such as x-rays and blood examina- 
tions. It is felt that it is desirable for ward beds to be 
available to the clinic, even though they be used infre- 
quently, for such cases as may safely be studied or 
treated in a general hospital. A third treatment stand- 
ard is for follow-up on patients that break appointments. 
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It goes without saying that a standard clinic must have 
complete records and enough clerical assistance to keep 
them up-to-date and to send out reports to any agencies 
who inquire regarding their clients. 

The preceding standards refer primarily to psychiatric 
clinics in connection with general hospitals. The stand- 
ards for mental hygiene clinics conducted by agencies are 
somewhat dissimilar, but they emphasize an adequate bud- 
get and definite provision for medical service and treat- 
ment, since these clinics will not have other out-patient 
service immediately available. It is believed that agencies 
will not continue to develop individual clinics, if special- 
ized services meeting their needs can be provided by the 
hospital clinics. 

The standards of the New York City Committee on 
Mental Hygiene have been drawn up to meet a specific 
situation in New York City. A description of them is 
offered with the hope that they may at least offer a point 
for discussion in other sections of the country. 





A New Way of Expressing Sympathy 
for a Sick Friend 


Friends who send flowers to patients in the Reading 
Hospital, Reading, Pa., are encouraged to invest the 
money they would ordinarily spend for flowers in hospital 
service instead. 

The plan in use there was described by Dr. E. D. Funk, 
associate medical director of the hospital, at the recent 
congress on Medical Education, Medical Licensure and 
Hospitals. The hospital has adopted a policy of issuing 
courtesy cards so that a friend, instead of sending up a 
$5 bouquet of flowers, may come to the desk and say, “My 
friend is here. I believe you have a system whereby I 
may partly defray his expenses.” As a result he pays $5, 
the cost of his friend’s room for the day. He sends a card 
to his friend with this message, “My dear —_————_—_,, 
I wish to extend to you my greatest sympathy, and I want 
you to be my guest for the day in this hospital. I wish 
that you might have a speedy recovery. Your old friend, 


” 
. 





“The patient is not resentful,’ Doctor Funk said. “He 
does not think he is receiving charity. He is a guest. 
What does a person do if he has no room for his friends 
in his home? He sends them to a hotel and pays their 
bills. For the person who is in trouble and sick, his 
friends may help him a little by expressing sympathy in 
this way.” 





Record Librarians Are Now Issuing 
a Professional Journal 


Association of Record Librarians of North 
America now has its own official organ. The first number 
of The Bulletin was issued in January. It will be pub- 
lished quarterly. The Bulletin will publish conference 
papers, news of local associations, personal items and 
suggestions for future discussions. 

The editor-in-chief is Dr. T. R. Ponton, superintendent, 
Illinois Masonic Hospital, Chicago. Other members of 
the editorial board are Mrs. Grace Myers, Massachusetts 
General Hospital, Boston; Frances Benson, Bryn Mawr 
Hospital, Bryn Mawr, Pa.; Ruth T. Church, City Hos- 
pital, Boston; Verna Mae Emery, Hospital for Joint 
Diseases, New York City. Mrs. Jessie W. Harned, Chi- 
cago, is the ex officio member of the board. 


The 
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Libby’s Sweet Pickles give this dish added flavor and zest 


OW give thee nurses a treat— 


FTER dealing with abnormal 
appetites, and with an endless 
variety of menus for restricted 
diets, planning meals for the nurses 
is welcome routine. 

One fact about feeding the nurses 
has been definitely established; it 
pays to do well by them. With 
nurses as with all workers, good 
food is the first step to content- 
ment and the conscientious per- 
formance of duty. 

Dulled by long hours of confine- 
ment, nurses’ appetites too need to 
be coaxed with inviting delicacies. 
And there are ever so many ways 
to make meals attractive without 
making them costly. 

Inexpensive supper dishes such 


9 
° 
100 
“Foods 
RK“ 


as Spanish Rice, beef stew and 
dumplings, and baked hash can be 
given an appetizing touch, and re 
peated more frequently, if served 
with Libby’s Sweet Pickles. Libby’s 
Sweet Picklesareaninexpensive treat 
for nurses—and for employees, too. 

Libby’s Sweet Pickles are a 
choice variety of crisp, tender 
cucumbers grown from pedigreed 
seed in carefully 
Cured in salt brine, seasoned in 
spiced vinegar, and “aged” in 
sweet liquor, these pickles have a 
sweet, spicy flavor that pleases the 
taste and sharpens the appetite. 


Libby, M‘SNeill & Libby 
Dept. N-24, Welfare Bldg., Chicago 


selected soil. 


> 





Serve Libby’s Sweet Pickles with 
nicely browned Corned Beef Hash, 
orarich Beef Stew with Dumplings. 
lor the nurses. 


Libby’s Sweet Pickles are del 
cious in a Vinaigrette Sauce for 
Libby’s Asparagus or Cauliflower, 
either hot or cold. To mayonnaise 
dressing, add chopped Libby's 
Sweet Pickles, chopped green pep- 
per, parsley and chives if desired. 
Flavor with Tarragon vinegar. 


Make Club Sandwiches with 
three slices of toast and fillings of 
chick ‘n, bacon, lettuce », tomatoes 
and mayonnaise. Hold together 
with toothpicks, with a piece of 
Libby's Sweet Pickle on the ends. 
Garnish with Sweet Pickles and 
parsley. For Sunday supper for 
the internes. 


These Libby Foods of finest flavor are now packed in 
regular and special sizes for institutions: 








rnia Asparagus Syrup 
California Fruits Strawberries 
Spinach, Kraut Loganberries 
Jams, Jellies Red Raspberries 
Pork and Beans Tomato Pure 


Beet Pea 


in Pineapple Santa Clara Prunes in 


Fomato Jui La ip 

() 4 Sauce 

pP Sal ' 

Mu i l.vaporated Milk 
Sou r Mince Meat 

Seef buxtra B ss ( k 

( S I 





Serve this relish: Libby's Sweet P ickles 
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cien. eminent a AND seaman 


With Special Reference to Laundry, Kitchen and 
Housekeeping Problems 


Conducted by C. W. Muncer, M.D., Director, 
Grasslands Hospital, Valhalla, N. Y. 
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A c= System Suited for a 
Varying Winter Climate 


for a varying winter climate is one that is pro- 

vided by hot water under forced circulation. Such 
a system is functioning in the Walla Walla Valley General 
Hospital, Walla Walla, Wash., where in the winter spells 
of cold weather alternate with spells of mild weather 
and where in the summer dry winds stir a fine dust from 
the soil in the valley, which often hides the sun for weeks 
at a time. A description of the system is given in the 
April number of Heating and Ventilating. 

Included in the heating installation are two cast-iron 
boilers and a 2-inch circulating pump, with the by-pass 
so arranged as to permit gravity circulation in mild 
weather and after circulation has been established. 

Flows and return mains are on the ground floor ceiling, 
with risers feeding up. Radiators on the ground floor are 
fed downward from the mains, thus eliminating under- 
ground returns and the attendant cost of conduits or 
trenches. This item in itself forms one of the most de- 
sirable features of forced circulation water heating. 

Since the prevailing winds in Walla Walla are from 
the south, with cold winds either from the northeast or 
northwest, the heating returns are zoned in three groups: 
one for the south facade; one for the east and north front 
and one for the west and north front. 

Each branch extends to the return header through a 
gate valve with a %-inch hole and is provided with a 
thermometer. By throttling these valves, the average 
temperature of the water can be lowered on the leeward 
side and more heat forced to the windward side. Inas- 
much as the district experiences considerable sunshine 
during the winter, the returns on the south side are often 
throttled to compensate for the heating by solar radia- 
tion. 

In the construction of the hospital, brick walls are 
laid around a concrete frame with Massillon joists, con- 
crete floors and suspended ceilings. In the space between 
the floor and ceiling below are the pipe mains and ducts. 
In the same space are the branches from the risers to 
the radiators. Equalizing radiator valves are used 
throughout and adjusted for the final regulation of the 
system. 

For high pressure steam service in the kitchen, for 
sterilizers and for blanket warmers, a vertical 15 h. p. 
steel boiler is installed. A small electrically driven 
boiler feed pump and receiver of a 3-gallon per minute 
capacity returns the high pressure condensate to the 


A HEATING system that has been found satisfactory 


boiler. Domestic hot water is furnished by a garbage 
burner with a 36 by 72-inch storage tank. The tank is 
provided with a high pressure steam coil. 

Also connected to the high pressure steam service is 
one section of the tempering coil and one radiator in each 
operating room. Through this arrangement it is neces- 
sary to operate only the small boiler during the milder 
months. 

Included in the ventilating and air conditioning equip- 
ment, which is independent of the heating plant, are 
three stacks of tempering coils, one supplied with high 
pressure steam and two with hot water. There is also 
an atomizing type of air washer and a blower of 6,000 
c.f.m. capacity. Two reheating coils, which are part of 
the equipment, are supplied with hot water. 

Located between the air washer and reheating coils 
and controlling the tempering coils is a thermostat set 
at 53° F. Another thermostat controlling the reheating 
coils is located in the fan discharge and is set at 70° F. 
This arrangement ensures a humidity of about 60 per cent, 
which is essential in the treatment of the prevailing 
bronchial ills incident to a dry cold climate. 

Conditioned air is delivered to every room. Lock reg- 
isters are placed in those rooms which are in continual 
use, and registers with adjustable limit stops are provided 
for those rooms which are subject to intermittent use. 
Through this means the system may be adjusted to equal- 
ize the delivery of air, and at the same time the registers 
to unused rooms may be closed. When again opened 
they will be set correctly for the desired delivery. 

A gravity exhaust duct leads from the closet of each 
patient’s room. The exhaust ducts are gathered in the 
attic spaces and discharged through three gravity vent- 
ilators. A separate ventilator is used ‘for the ducts from 
the isolation ward. An independent exhaust system with 
a 3,600-c.f.m. fan ventilates the toilets, kitchens, labor- 
atories, and other rooms which may contain odors. 

Every effort has been made to provide as complete 
an equipment as possible for a building of this character 
at a minimum cost. During the three years that the 
building has been occupied, the plant has given excel- 
lent satisfaction and has proved simple and economical 
in operation. As the building stands, it has a capacity 
of about sixty beds. Any future addition will be in the 
form of new buildings. When that time arrives a separate 
boiler house will be built, together with a high pressure 
steam distributing system. Converters then will replace 
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ARM summer days — 

blue skies and soft 
breezes — a desire to re- 
lax, let down, take things 


a bit easier — but 


It's vacation time and 


working forces are depleted; 


Patients are a little peevish 
and more exacting; 


Your laundries are overloaded! 


Then, especially, will you 
welcome the white magic 
of paper tray covers and 
napkins, clean, crinkly and 
inexpensive. Relief for you. 
A delightful innovation 


for your patients. 


Many superintendents who 
first tried paper napkins 
as an emergency measure 
for the summer now use 


them the year ‘round. 


457-59 East Water Street 










We are sure this better service idea 
will save you money, worry, work 
and time. We'll be more than glad 
to send you samples and prices. 


WILL ROSS, Inc., Milwaukee, Wis. 
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the present heating boilers, or the boilers will be con- 
nected in multiple with the converters and the existing 
plant retained for breakdown service. 

At the time the forced hot water system was installed 
in the Walla Walla Valley General Hospital, it was deter- 
mined that a ventilating system with washed air was eés- 
sential, since the windows must be kept closed during the 
dust storms. Even though the dry bulb temperature rises 
to over 100° F. in the Walla Walla Valley, the wet bulb 
temperature seldom exceeds 60°. Hence, an air washer 
produces considerable cooling effect in that locality. 





Cleaning White Metal Fittings 
and Equipment 


Regular washing with soap and water is usually effi- 
cacious in cleaning fittings and equipment made of mone! 
metal, nickel, chromium and steel compounds and other 
white metals, according to Hotel Management. Cleansing 
powder and warm water may also be used. 

“For kitchen equipment, cooks’ tables, dish tables, work 
tables, steam tables, ranges, refrigerators and warming 
and food storage cabinets made of or fitted with these 
metals, cleanliness is more important than mere bright- 
ness for these surfaces because they come in contact with 
foods,” the article continues. “Therefore, thorough rins- 
ings in hot water should follow. 

“The discoloration of these metals is seldom due to cor- 
rosion but rather to accumulation of grease and dirt in 
the minute channels which result from grinding and 
polishing the metals in order to retain their satin finishes. 
Soap and water remove these discolorations unless they 
have been neglected over a long period of time. Then 
stronger scourers and cleaners are needed. Coarse scour- 
ers scratch the surface, causing deeper channels in which 
dirt may accumulate. Table surfaces are also scratched 
by friction from pushing pots, pans and kettles about in 
daily use.” 








Reclaiming Gauze at Presbyterian 
Hospital, Chicago 


By ASA S. BACON, Superintendent 


The process of reclaiming gauze as it is practiced at 
the Presbyterian Hospital, Chicago, a 425-bed institution, 
is begun by the nurses on the floors. 

Into bags kept for that purpose the nurses put all the 
gauze from noninfectious cases that they feel can be re- 
used. All gauze from pus cases is burned. Each morn- 
ing, from five to seven o’clock, the bags are collected and 
sent to a room adjoining the laundry where they are kept 
in covered trucks until the wash day for gauze arrives. 
The amount of gauze collected every week fills three wash- 
ing machines, and the washing, which is done once a week, 
is usually begun late in the afternoon. 

The first steps are: three cold water rinses of two min- 
utes each; next, two soda ash baths of ten minutes each. 
The gauze is then washed in hot suds for ten minutes and 
afterwards put in boiling hot bleach for ten minutes in 
order to sterilize and whiten it after washing. It is now 
given three hot rinses and two cold rinses and is then 
extracted for ten minutes. From first to last the washing 
and extracting of gauze take about one and a half hours. 
It is then dried in the drying tumbler and sent to the 
supply room in large bags. 

In the supply room it is sorted and put on stretchers, 
then taken off and folded on special gauze folding ma- 
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| OCRAY FILMS | 


| FASTMAS KODAK COMP Y5y 
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They Go Together to Produce 
Uniform Results 


ASTMAN Dupli-Tized Safety X-ray 


Film, Contrast, presents the idealcom- chemically correct combination of the va- 





ity is maintained by careful testing and 


bination of essentials—sensitivity, latitude, rious ingredients so the standard time-tem- 
safety—in an x-ray recording medium, perature method of processing is practical 
which produces maximum detail and con- in every laboratory. With Eastman Chemi- 
trast. Uniformity is assured by careful cals there is no variable factor in the dark- 
testing under practical conditions. It is the room, and time is saved by the ease with 
standard x-ray-sensitive material for the which solutions can be mixed without possi- 


modern exposure room. bility of error. 


~8- — 


Eastman Prepared Processing Chemicals, There is an Eastman Technical Advisor 
Tested, develop and preserve the results in your territory to help with your x-ray 


recorded on Eastman Film. Their uniform- and photographic problems. 


Eastman Kodak Company, Medical Division, 
343 State Street, Rochester, N. Y. 


Gentlemen: 


Please have an Eastman Technical Advisor call at my office. This involves no obligation. 





Name __- LT SOT OEE Pe Street and Number 





Institution ___-___- ange City and State 
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ee chines. The folded pieces are gathered up in fours, 
wrapped in pieces of clean muslin and put in bags, which 
. are dated and sent to the sterilizing room, where they are 
N U RS ES A p DA REL sterilized three times. The gauze is now very white, soft 
and as good as ever, although it has shrunk a little in 
AND the washing. It is used in large amounts for hot dress- 
ings, though it is quite as good for dry dressings. All 
OS P| TAL (SARMENTS pieces of gauze that are torn or are too small are sent 
to the engine room and garage to be used for cleaning 
machinery. 

TAILORED BY The soap used in the laundry is made from leftover 
grease and fats from the kitchen, an economy measure. 
| 7 

Cost OF WASHING GAUZE 


(8 bags a week—35% Ibs. net each) 16-20 count 
Materials Used: 
Soda 

















Soap (grease from kitchen) 





Total cost of materials 


Labor: 
Laundry 
Washer 
Extractor 
Dryer 
Supervising 
Garbage room 
Collector, sorter, hauler 








Total cost of labor 


Machinery: 
Depreciation 
Three washing machines 
One extractor 
Two drying machines 
Power 
To run washing machines 
To run wringer 
To run drying machines 
Engineer’s salary for overseeing machinery 














Total cost of washing 8 bags (284 Ibs.)........ $73.11 


The laundry receives and washes 8 bags of gauze each week, 
weighing 3514 lbs. net each. Standard figures show that 1 Ib. 
of new and unused gauze contains 23 sq. yds. Therefore 3544 
Ibs. contain (35142x23) or 816% sq. yds. 


~ pes Monthly Cost of Washing 
No. 21] ‘ 9 $73.11 cost per mo.—28,305.33 sq. yds. a mo. or $.002583 per 
ay sq. yd. 
WeE GuAR ANTEE re WeE ts UARANTEE | $73.11 cost per mo.— 1,230.66 Ibs. a mo. or $.0594 per Ib. 
SINCERE SERVICE Quatity WorkMANSHIP | ; ss 
Lowest Prices No7i2 Complete SATISFACTION - 











CosT OF PREPARING WASHED GAUZE FOR USE 


Labor: Monthly 
Supply room 
Sorting, stretching, folding .......cccccccccccecs $58.24 
EN ES ESE rere FT 
ye ee : = Sterilizing room 
No.560 Salary for extra time to sterilize washed gauze... 13.65 


p U RC H S E ee Ge Ge GE a watcoetenendsemadesadann $9 3.39 
A - Machinery: en a 


Cost of depreciation and power for sterilizer 


D| Re ECT Total cost of preparing 
; Monthly 


by Lbs. by Yds. 
FROM OUR ; ‘ Gauze received from laundry 12 y 27-847.84 


Pt s . 
Less: Waste gauze sent to engine room! 


No.505 FACTORY No. 510 each day as waste—3 bu. a day 7 days.. 338 7,511.11 


892.66 19,836.73 























APRONS.B1BS_COIIARS _ CUFFS CAPS | NGBRt cont per mor"19.88678' sa, yds. a mo—0047 per wa. 7d 
UNIFORMS. BINDERS. BATH Roses. PATIENTS’ GOWNS Ful Cost of Reclaiming Geuse Per Pound Per Yard 
SURGICAL GOWNS. | NTERNES SUITS. MAIDS’ UNIFORMS Cost of preparing gauze .........ceeesseee- -105 -0047 


Total cost of reclaiming .............. $.1644 3.007283 








r | Saving on Waste for Engine Room 
You own special styles cen be duplicated Outside cost of No. 1 waste............... $.1475 per Ib. 
0594 


Samples — estimates ee furnished on request | Our cost of No. 1 waste 


A comp lete new catal ogue now ready ee $.0881 
Saving on Gauze Per Pound Per Yard 


NR piace ceiasnaenvescien ts $.589 $.02650 

Cost of reclaimed gauze ............+++-+- -1644 -007288 
Ln mR Saving OM GAUZE cccccccccesescsesessse $.4246 $.019217 
NEWIZEL MFG. CO. INC. WATERFORD, NY. Total Savings 


On waste! per mo. 338 Ibs. x .0881 


SPECIALISTS IN On gauze per mo. 19,836.73 yds. 
NurRSES APPAREL AND HosPiTAL GARMENTS Total savings per month $410.98 


1Used in engine room, garage and other places for wiping 
machinery instead of purchasing waste at 14%,c per Ib 
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prepare to 


CHANGE YOUR IDEAS 


about 


WINDOW SHADES 


Make your own tests of NIAGARA at our expense. 
We are prepared to supply hotels, schools or hospitals 
with a free NIAGARA shade mounted on the im- 
proved Columbia roller for experimental installation. 
Get it through your regular channels or from the 


Columbia branch nearest you. 


Columbia 


WINDOW 
SHADES 


VENETIAN BLINDS 


THE Columbia MILLS, Inc. 


ROLLERS 


225 FIFTH AVENUE, NEW YORK 


BRANCHES: Baltimore + Boston + Chicago + Cincinnati + Cleveland + Dallas 
Los Angeles + 
Portland (Ore. ) 


Minneapolis 
St. Louis 


Denver + Detroit + Fresno * Kansas City - 
Philadelphia - 


Salt Lake City - 


New Orleans + Pittsburgh - 


San Francisco + Seattle 


The window shades that you have known give you no 
standards of comparison to NIAGARA WINDOW 
SHADING, washable and waterproof, newly perfected by 
Columbia. Point for point...merit for merit...simple fact 
for simple fact... NIAGARA literally sets a new standard 
of what you may expect a shade to be. 

NIAGARA is handsome...rich in colorings; translu- 
cent; fine and smooth in finish. 

NIAGARA is washable...really washable... repeatedly 
washable. It absorbs no dirt, and hence retains none. A 
non-alkaline suds quickly restores its original beauty. 

NIAGARA is splendidly made...even and clear in tex- 
ture. No pains have been spared to make it altogether fine. 

NIAGARA is durable...it will not stretch nor “go 
dead” with long exposure to the sun. Its washability fea- 
ture affords unusual benefits, because the fabric itself is so 
long-lived. 

NIAGARA is economical...its first cost is moderate. 
Its unprecedented long service spaces replacements at wider 
intervals than they have ever been before. 

Don’t judge the shades you’re going to buy by those 


you used to buy. Expect more for your money than you've 


ever had. And get more with NIAGARA. We shall gladly 


arrange for you to see NIAGARA. 
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THE NURSES’ 





brings Patient and Nurse 
into Instant Voice-to- 
Voice Contact! 














PERATING by means of the 

super-sensitive DiCTOGRAPH 
microphone and “soft speaker’’, the 
Nurses’ SIGNAL-PHONE transmits 
the voice of the patient direct to 
the nurse and brings back her 
immediate response . . . Requests 
are made and service is rendered 
without a moment’s delay—without 










the handling of even a mouthpiece [~~ ; 
or receiver by the sick person! \ 





In every quarter, the nation’s leading 
hospitals are now turning to this Me 
remarkable system to simplify the | 2“ 
entire communication problem be- 
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hen 


even Seconds count 


SIGNAL-PHONE 











tween nurse and patient. 







free, of course,—upon request. 


DICTOGRA 


PRODUCTS COMPANY, 
226 West 42d Street [BES 







You will be interested in the DicroGRAPH folder which de- 
scribes the Nurses’ SIGNAL-PHONE in greater detail. It is 


PH 


INC. 


New York, N. Y. 
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New Calender Reveals Unique 
Construction 


An entirely new calender, redesigned in every detail, is 
now ready for distribution. The new design is the outcome 
of a long period of research and practical field tests, with 
the result that the manufacturers believe it to mark one 
of the outstanding achievements in laundry machinery 
development. 

The accompanying illustration portrays the symmetry 
of design of the calender, its rugged construction, marked 
refinement and full inclosure of the working parts. The 
customary chain drive of the top pressure rolls has been 
















This new calender is equipped throughout with ball and 
roller bearings. 
eliminated and replaced by a positive gear drive. A new 
design of the steam trunnions provides an automatic 
gland takeup, which is said to eliminate the usual fre- 
quent packing of the trunnion gland. Driving rolls on 
both the upper and lower apron have been increased in 
diameter, giving a positive drive and stop to the apron. 

The well established principle of governing roll pres- 
sure by means of air cylinders is found in the new 
calender but the mechanism has been redesigned and 
greatly improved. Among the many unique features is the 
use of stainless steel for the feed and nose boards and 
also for the folding tables. 

A noticeable feature is the compact and neat instru- 
ment board which is placed at the eye level of the oper- 
ator and tells a continuous story of ironer conditions. 
The apron speed, steam pressure and roll pressure are 
always before the operator, and the control of each of 
these functions is at his finger tips. 


A Combination Dust Screen 
and Ventilator 


To provide fresh air, dust free, a combination dust 
screen and ventilator is now being manufacturered. Or, 
for those who already have ventilators, the dust screen 
itself is available. These screens are installed outside 
the window and do not interfere with the raising or lower- 
ing of the window. The patented design allows the screen 
to swing out of the way when the windows are being 
washed. When the dust screen is used in combination 
with a ventilator, fresh air is admitted without draughts 
and without dust. 

The screens are made in all widths, either fourteen or 
twenty inches high. 
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Features that make 
Doehler Furniture 
Different! 


Always sanitary—easily 

cleaned and disinfected. Can 
be scrubbed withoutinjury. Does 
not retain odors. 















Low maintenance—upkeep 

reduced toa minimum. 
Burning matches, spilled liquids 
and even burning cigarettes have 
no effect. A dampclothcleans it. 
Sectional construction permits 
any parts to be replaced easily. 






ee 









Period design—friendly, 
graceful lines that attract the 
eye. 






OT the metal furniture you have known, but comfort, grace and 





Durability—solidly built, 






a beauty combined in Period design. The kind of furniture you would 
Ne metallic seunde—elimt- like in your own home! . . . Indeed, its immediate acceptance in the hos- 








natedbyspecialconstruction. a z % F ° : 
om pital field, indicates that here, at last, is a new kind of metal furniture 
annel hung drawers — 
lide silently and easily — -. J 2 Rasa ae 
aa that is different!—sufficiently different to revolutionize the furnishing of 
Wear-proof finishes—multi- hospital rooms, nurses’ homes, and staff quarters. Prices surprisingly low. 
ple layer high-baked and = ‘ ‘ : : - . 
rough. Will neither crack nor This furniture is designed to withstand frequent moving and hard usage 
chip. 











ee ae —sanitary under all conditions—easily cleaned. 


DOEHLER 





Write for illustrated catalogue MH and full details. 


Yy DOEHLER 


a METAL FURNITURE 
DOEHLER FURNITURE CO., INC. (DIVISION OF DOEHLER DIE CASTING CO.) 


The Largest Die Casting Organization in the World 
MAIN OFFICE AND SHOWROOMS ~ 386 4th AVENUE, NEW YORK CITY 
FACTORIES ~ Brooklyn, N. Y. Batavia, N. Y. Toledo, Ohio Pottstown, Pa. Los Angeles, Cal. 
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REDUCE THE 


COST OF 
CHINA 
REPLACEMENT 





















ager lata of considerable loss each 
year—leads many hospital superintendents to 
make their policy— 


“Serve it in Silver” 


Silver does not crack, chip or break. It lasts for 
years. It holds heat. It “tones” up the tray. It 
adds an appetizing attraction that helps make the 
food more acceptable. Over a period of years, it 
pays for itself and saves money otherwise spent 
for replacement. It is a true economy. 


For these reasons, many hospitals use Benedict Inde- 
structo Silver. Indestructo is ideally suited to hos- 
pital service. Its quality is reliable. Its plain surfaces 
are easy to keep clean. Its heavy silver plate can be 
counted upon to effect the true economy of long wear. 
Yet it is moderately priced because it is made in large 
quantities. Send for catalog. 


A New-Comer 


Benedict Chromium Plate—with a brilliant, 
glass-hard surface, never tarnishes and 
never needs polishing. It keeps its bright, 
clean “newness” indefinitely. Write for 
catalog. 


BENEDICT MANUFACTURING CO. 
Dept. C, East Syracuse, N. Y. 


BISIMWEDUCT 


INDESTRUCTO 


QMLVIEIR 
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Texas Association Holds 
First Meeting 


Texas has joined the roster of those states that now 


have hospital associations. The first meeting was held 
in Fort Worth on March 15, with eighty-five adminis- 
trators and members of boards of trustees present. 
Officers of the new association were elected as follows: 
president, Dr. L. R. Wilson, John Sealy Hospital, Gal- 
veston; president-elect, Robert Jolly, Baptist Hospital, 
Dallas; first vice-president, C. Q. Smith, Methodist Hos- 
pital, Fort Worth; second vice-president, Martha Robert- 
son, Medical and Surgical Hospital, San Antonio; 
treasurer, May Smith, Bradford Memorial Hospital, 
Dallas; secretary, Joe Miller, Jefferson Davis Hospital, 
Houston. Trustees named were: Ellen Louise Brient, 
Physicians’ and Surgeons’ Hospital, San Antonio; Joe 
Miller; Dr. J. H. Stephenson, City and County Hospital, 
Dallas; Mother Presentation, St. Joseph’s Infirmary, 
Paris; Miss Ara Davis, Scott and White Hospital, Temple. 









Rhode Island Superintendent 


Is Honored 


Dr. John M. Peters, superintendent, Rhode Island Hos- 
pital, Providence, R. I., for forty years actively asso- 
ciated with the hospital’s contributions to community 
health, is to be perpetuated in name with the construc- 
tion of the medical staff building which is soon to be 
erected on the hospital grounds through the recent gift 
of $150,000 by United States Senator Jesse H. Metcalf. 
The building will be known as the John M. Peters House. 
Through the generosity of Horatio N. Campbell, trustee, 
who has given $25,000, the new building will be furnished 
with modern fixtures and comforts. 

















Patient Addresses the Graduating 
Nurses of Montefiore Hospital 


The sixth annual commencement exercises of the school 
of nursing, Montefiore Hospital, New York City, were 
held on the evening of March 29 in the presence of about 
300 nurses and their guests. 

The program was planned under the chairmanship of 
Siegfried Peierls of the nursing committee of the board 
of trustees. Fred M. Stein, prominent social worker 
and philanthropist, who was recently elected president 
of the hospital, gave a short resumé of the evolution of 
Montefiore Hospital from a home for incurables to 4 
hospital for chronic diseases. Mildred Constantine, di- 
rector of nursing, then reported for the school of nursing. 
She was followed by Dr. Haven Emerson, former com- 
missioner of health of New York City and now professor 
of public health administration at Columbia University, 
who spoke of the difference between the kind of nursing 
that was done in the days when his father was an intern 
at the New York Hospital and the kind of nursing that 
is taught and practiced to-day. He emphasized the ad- 
vantages that the modern nurse has in her various spe- 
cialized fields over her earlier sisters. 

Diplomas were presented by the director of the hospital, 
Dr. E. M. Bluestone, who then introduced one of the 
patients, Abraham Goldberg, who is chairman of the pa- 
tients’ welfare council, editor of the Montefiore Echo 
which is published for the benefit of the patients and 
employees, and liaison officer between the administration 
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Midland Tileoleum 


Cleanser for tile, marble and 
terrazzo. 


Midland Electric 
Scrubbing Machine 


Cuts cleaning costs, does 
better work in a shorter time. 


°F BABEOLEUM Ss 


THE PERFECT 
BABY SOAP 


HE Midland Chemical Labor- 

atories offer to hospitals a 
complete service in the field of 
Liquid Soaps for all hospital uses, 
Cleaners for building and equip- 
ment, Accessories for the most 
efficient handling of the various 


Midland Products. 


For more than a quarter of a cen- 
tury Midland has served in the 
hospital field. 


Midland Surgical Soap 


Lohador Hospital Liquid Soap 


A general purpose soap. 


Hospital Creolicide, the depend- 
able disinfectant of guaranteed 
uniformity and purity. 


Mail the coupon below for generous sample 


of the purest soap made 


MIDLAND CHEMICAL 
LABORATORIES, INC. 
DUBUQUE, IOWA, U. S. A. 


{ yMidland Chemical Laboratories, Inc. 


opinion of it. 


HOSPITAL 


Lohador Foot Pedal 
Liquid Soap Dispenser 


The modern method of sani- 
tary liquid soap service. Easily 
portable. White vitreous finish 
no cracks or corners to catch 
and hold dirt. As easy to keep 
clean as a china plate. In- 
quiries regarding Midland Hos- 
pital Service will receive imme- 
diate attention. 





Dept. M.H.5, Dubuque, Iowa, U. S. A. 


Gentlemen: We will be glad to try Midland Babeoleum in our nursery and report to you our 














THORNER’S 


Silver Service 


Thorner’s Silver Service is made of 
18% Nickel Silver with a quadruple 
silver plate. Wears a lifetime. Re- 
placement through breakage is forever 
eliminated. It is never affected by 


wear or polishing. 


IHustration features Thorner’s Im- 
proved Three-Compartment Hot Water 
Plate. Tea Set is seamless with inside 
rounded bottom and reinforced band 
around top. Covered Soup Cup with 
Silver Soldered Handles. Sherbet Dish, 
Gravy Boat, Individual Napkin Ring 
and Tray Marker, Bud Vase, Salt and 
Pepper Shakers and Superior Grade 


Sectional Flatware. 


THORNER BROTHERS 


Importers and Manufacturers of Hospital and 


Surgical Supplies 


135 Fifth Avenue 
NEW YORK CITY 
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and the patient group. Mr. Goldberg, in a happily worded 
message written on behalf of the patients of the hospital, 
added their blessing to the student nurses who had served 
them during the years of their training. The patients 
paid tribute to the profession generally and to the twenty- 
eight members of the graduating class especially. This 
kind of message, which is somewhat unique in schools 
of nursing, was greeted with prolonged applause and 
there was universal recognition of the touching tribute 
which had been made to the graduating class by the pa- 
tients whom they had served. 

The school of nursing of the Montefiore Hospital which 
replaced the school of attendants nine years ago has now 
graduated eighty-five nurses, many of whom are on 
service in the hospital. 











Indiana to Meet Again Next Year 
With Illinois and Wisconsin 


A decision to meet jointly with the Illinois and Wis- 
consin Hospital Associations next year was reached at 
the meeting of the trustees of the Indiana Hospital Asso- 
ciation in Indianapolis, April 12. The trustees are in 
accord with the plan that was followed this year—each 
association to meet alone the first day and then to join 
with the others for the remaining days. 
















Trustee Leaves $200,000 to 
Lake View Hospital 


When the will of John H. Harrison, trustee of Lake 
View Hospital, Danville, Ill., was read after his death 
on March 2, it was found that he had left to the hospital 
he served $200,000 to erect a memorial to his mother. 
The memorial, which will take the form of an addition 
to the hospital, is to bear the name of his mother, Minta 
Harrison. 

“The beyuest is the largest gift that Lake View has 
ever received,” says the Lake View Hospital Bulletin. 
“From the organization until now, hospital buildings have 
been erected largely on faith. To have a building given 
outright is a new experience.” 

Mr. Harrison had been a member of the board of 
trustees of Lake View Hospital for fourteen years. 




















Industrial Conferences on 
Tuberculosis Renewed 







The industrial conferences of the Chicago Tuberculosis 
Institute inaugurated twenty years ago were renewed 
with the opening of the new industrial department of 
the institute on April 25. 

From now on the conferences will be held monthly “to 
provide helpful information from leading authorities on 
the subject of tuberculosis for industrial physicians and 
nurses, personnel directors, employment and welfare man- 
agers, factory and store superintendents and employers, 
and all others interested.” 

Dr. A. J. Lanza, assistant medical director, Metro- 
politan Life Insurance Company, was the chief speaker 
at the opening dinner conference. With Doctor Lanza 
on the program were Dr. H. E. Mock and Dr. J. C. 
sritton, eminent industria] physicians of Chicago. 
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lays the strong foundation 


for Pequot’s extra wear! 








ROM every one of the thousands of bales 

of cotton bought for Pequot Sheets, 
generous samples go to a special laboratory. 
These samples are graded by an exacting 
expert. Is the cotton pure, clean, white? 
Sub-standard cotton is firmly rejected. It 
never reaches the picker. 

Is the fibre long enough to make tough, 
durable threads? Every bale in which the 
staple is found to be even 1 32 of an inch 
shorter than the exacting Pequot standard, 
is instantly rejected. 

This cotton— much of it—is going into 
hospitals—where it will get the world’s hard- 
est wear. These fibres in many cases must 
be paid for out of hospital budgets—they 
must give full, faithful service—long, eco- 


COTTON 


PEQUOTS ARE USED MORE BY HOSPITALS THAN ANY OTHER BRAND OF SHEETS 

























nomical wear. And so Pequot safeguards 
the manufacturing process from the very 
beginning. No wonder Pequot Sheets are 
today used more by hospitals than any other 


brand! 
y y A 


Pequot Mills, Salem, Mass. Name-woven 
Pequot Sheets and reversible Pequot Sheets 
(equal hems at both ends) upon order. 
Parker, Wilder & Co., Selling Agents: New 
, on] t on) 

York, Boston, Chicago, San Francisco. 
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“PANTOPHOS” orn LAMP 




















DAYLIGHT EFFECT 


The heat-absorbing bowl of bluish-green 
glass enclosing the bulb, imparts to the 
light a daylight tint which makes certain 
the proper discrimination between tis- 
sue colors. 


Write for information on the Zeiss 
Pantophos, the modern operating 
lamp with the emergency light 
arrangement. 


NO SHADOWS 
NO HEAT NO GLARE 


Hook Suspension. . .$503 
Band Suspension. . .$530 
Trolley and Rail. . .$585 


Above prices without bulbs 
f.o.b. N. Y. 


CARL ZEISS, INC. 
485 Fifth Ave., New York 


728 So. Hill St., 
Los Angeles 
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Psychiatric Unit Is Opened in 
Westchester County 


The new $6,000,000 psychiatric unit in Westchester 
County, Elmsford, New York, was recently completed, 
according to an announcement made by the board of 
directors. 

The eighty-two beds in the new unit will be at the 
disposal of Dr. C. W. Munger, Grasslands Hospital, Val- 
halla, and will relieve the formerly crowded conditions. 

The new five-story building is equipped with every sort 
of appliance for the treatment of mental ailments in 
accordance with modern methods. 





Site for Contagious Disease 
Hospital Arouses Opposition 


The proposed site for the new hospital for contagious 
diseases to be built in Springfield, Mass., is opposed by 
the Springfield Academy of Medicine on the grounds that 
it is too far from the center of the city and that it 
should be near enough to be easily accessible to the 
friends and relatives of the patients. The academy 
favors the site of the existing City Home rather than 
the more remote site that is proposed. 

On the other hand there appears to exist a feeling 
among a great many of the citizens that it is dangerous 
to build a hospital for contagious diseases in a well popu- 
lated area, because of the danger arising from possible 
contagion. 

The newspapers of Springfield, Mass., are expressing 
the hope that the disagreement may be settled amicably 
and thus avoid making a political issue of this matter. 





New Mental Hospital Inaugurated 
in Porto Rico 


Nearly two thousand people attended the recent open- 
ing of the new mental hospital near Rio Pedras, Porto 
Rico, which will care for 1,000 mental patients. Addi- 
tional patients who will not remain in the hospital will 
be admitted for treatment. 

The hospital, planned along the most advanced lines of 
hospital construction, is Porto Rico’s first attempt at 
providing modern facilities for the care and treatment of 
mental diseases. 





Money Presented to Jewish Hospital 
to Honor Treasurer 


As a tribute to Ben Altheimer of St. Louis in recogni- 
tion of his thirty years’ service as treasurer of the Na- 
tional Jewish Hospital, Denver, a group of his friends 
presented a testimonial fund of $30,000 to the hospital 
for him. Mr. Altheimer’s reply to this testimonial gift 
was to add $5,000 to the fund. 

Dr. William S. Friedman, founder and president of the 
hospital, announced that the $35,000 would be used as the 
nucleus of a building fund. 





